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“MYSOLINE’’ raises 
the convulsive threshold 
in grand mal 
and psychomotor attacks 


J 


“MYysoLing;’ employed alone or in combination with other med- 
ication, controlled or markedly improved 73 per cent of 45 
patients with major motor seizures. In each instance, the previ- 
ous medication had proved to be ineffective.! 


“Myso.ine,” when used as initial therapy in a series of 97 grand 
mal patients, controlled seizures in 57 per cent of the patients; 
an additional 22 per cent were improved.? 


“. .. after the proper dose was established, ‘Mysoline’ was well 
tolerated without [serious] side effects.” 
1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 


2. Livingston, S., and Petersen, D.: To be published. 
3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 


LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE: 


Brand of Primidone 


in epilepsy 


or AYERST LABORATORIES - New York, N. Y. + Montreal, Canada 


Ayerst Laboratories make “Mysoline” available in the United States 
by arrangement with Imperial Chemical (Pharmaceuticals) Limited. 
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THIS MONTH'S COVER 


The Territorial Hospital, Hawaii, nestled in the foot- 
hills of the dramatic Hoolau Range, enjoys magnificent 
scenery and a perfect climate—but shares with other 
public hospitals the handicap of insufficient money and 
lack of public interest. But the Territorial Hospital 
Auxiliary—made up of American, British, Hawaiian, 
Philipino and Japanese ladies—works at the community 
level to improve the lot of patients. Their motto is 
“Na Makou E Hana”—We Serve. , 

The purpose of the Auxiliary is “to prombte and 
advance the welfare of the patients . . . through ways 
approved by the hospital administration . . . by inter- 
pretation of the hospital to the community through a 
good public relations program and by voluntary serv- 
ices. .. .” Thirteen ladies started the Auxiliary and today 
more than 30 civic, religious and other organizations 
have joined, giving time, money or both. 

Activities fall into two main areas: community rela- 
tions and actual services. During the past year the Auxil- 
iary members have been active with the press, radio and 
television, Articles and editorials about the hospital have 
appeared in English and Japanese newspapers; a news- 
letter, initiated to inform the membership about activi- 
ties, has developed into a public relations medium and 
circulation today includes community organizations, the 
press and precinct clubs of both political parties. The 
Speakers’ Panel sends members to address church groups, 
sororities, guilds and precinct clubs. Two documentary 
films have been purchased and the Auxiliary worked 
with the Mental Health Association to make a film 
about its own activities on the maximum security ward. 

The most successful project, however, has been the 
Ward Adoption Program. Two years ago, the Auxiliary 
persuaded four community groups to adopt a ward for 
Christmas; another twenty contributed gifts. The follow- 
ing year, we made an all-out effort to get all 22 wards 
adopted. “Operation Christmas” was started in July, and 
representatives of 50 civic organizations and members of 
the press were taken on a guided tour of the hospital, 
followed by a luncheon. During a discussion, the project 
was explained and questions invited. 

As a result all the wards were adopted and Christmas 
parties heid for each. Music, entertainment and food 
peculiar to the culture and customs of the various ethnic 
groups were provided; each patient received at least one 
personal gift and several wards were given television or 
radio sets. Now thirteen wards have been adopted for the 
year and all the others are adopted for next Christmas. 

During last year, Auxiliary members have devoted over 
5,000 hours of service, working as clerks, receptionists, 
occupational therapy aides, guides for visiting groups, 
librarians and performing other duties. The Clothing 
Committee has distributed over 9,000 pieces of clothing; 
out of the Auxiliary’s funds new fabrics have been pur- 
chased and given to various patient-sewing groups to be 
made into garments. 

Now the Auxiliary is turning its attention to other 
important matters. With the approach of Territorial and 


- County Elections, the newly formed Legislative Com- 


mittee of the Auxiliary is making a special effort to ac- 
quaint the general public, legislators and candidates for 
public office with the needs of the patients and the need 
for adequate funds. 


THELMA EMANUEL, Chairman, 
Community Relations Committee, 
Territorial Hospital Auxiliary, Hawaii 


—— 
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THE PSYCHIATRIC UNIT 


HE FIRST PSYCHIATRIC UNITS in general 

hospitals were actually established almost simul- 
taneously with the earliest general hospitals in this 
country. Dr. Charles K. Bush, Jr., in a paper delivered 
before the American Psychiatric Association in 1956 
referred to the psychiatric unit of the Philadelphia Gen- 
eral Hospital established in 1732 and the Society of the 
New York Hospital which followed in 1779. But these 
seem, in many ways, to have constituted small replicas 
of state hospitals established in close conjunction with a 
general hospital rather than a psychiatric unit in the 
modern sense of the word. 

It may most properly be said, therefore, that the first 
psychiatric unit established in an integral relationship 
to a general hospital was that set up in the Albany 
Hospital by Dr. J. M. Mosher in 1902. This took the 
form, actually, of a department of psychiatry and was 
organized on precisely the same basis as the other depart- 
ments of surgery, medicine, obstetrics and gynaecology. 

At this point, we may consider the varieties of organ- 
ization which are ordinarily understood by the psychiatric 
unit in the modern general hospital. For the most part, 
the term is reserved either for an arrangement whereby 
the psychiatric work is carried on within a separate but 
immediately adjoining building which is administrative- 
ly part of the general hospital, or it is used to designate 
a psychiatric department which is set up within the same 
building as the other departments of medicine, surgery, 
obstetrics and gynaecology. 

There is general agreement that the two are function- 
ally somewhat different. On the other hand, while the 
psychiatric department set up within the same physical 
structure as the other departments has the advantage 
of easy accessibility for consultations and, in a sense, 
closer psychological incorporation in the whole life of 
the general hospital, it has also certain disadvantages. 
Prominent among these is that too frequently the archi- 
tectural form of the building in which it is located is 
more adapted for the care of general medical and surgi- 
cal patients than it is for psychiatric patients. Unless 
special pains are taken when a new general hospital 
building is put up, one is apt to find that the office space, 
the living space and the occupational and recreational 
therapeutic areas for psychiatric patients are scanty and 
makeshift, for the simple reason that they are not re- 
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OF THE GENERAL HOSPITAL 


By D. EWEN CAMERON, M.D., 
Director, Allan Memorial Institute of Psychiatry, 
Montreal, Canada. 


quired in the surgical and medical divisions. Moreover, 
ready access to the grounds, and therefore to an outside 
recreational area, is usually lacking. And finally, th 
ever prevalent tendency to provide excessive securit 
measures receives too easy encouragement where th 
psychiatric department is located within the same struc. 
ture as the surgical and medical divisions. 


Evolution Since World War II 


Looking now at the functional organization of th 
psychiatric unit in the general hospital, one sees that in 
the last fifty years there has been a considerable evolu. 
tion, in that many of the earlier departments were s¢ 
up as sub-departments of medicine or as joint depart: 
ments of neurology and psychiatry, and sometimes neu 
surgery. Further experience has shown, with passin 
years, that this is highly undesirable, and that the r 
quirements of the psychiatric patient are decidedly dit 
ferent from those of the neuro-surgical, internal medial 
and neurological patient, and that a separate depart 
ment for psychiatry offers the best possible service. 

The growth of the psychiatric division of the gener 
hospital, whether in the form of a separate structurdl 
unit or as an integral part of the structure of the res 
of the hospital, has been phenomenal since the end 
World War II. This growth was already apparent prior 
to this. It may be said that the major factor in promotin 
this growth has been not simply public acceptance but 
the development of new diagnostic and _therapeuti 
measures which have permitted the treatment of psychiat 
ric patients within a period of time which makes thei 
stay in a general hospital feasible. 

The earliest of these psychiatric divisions were primat 
ily diagnostic and sorting stations. Here the acute, transi 
tory case could be managed throughout the period of hi 
stay. All the others, those who were regarded as untreat 
able and those who might after an extended period @ 
hospitalization respond to the limited treatment resoures 
then available, were identified as early as possible ant 
committed to the receiving state hospital for the areé 

Now this is changed, and it is only the few cases—ané 
the increasingly few—which have to be committed. 

What are the basic requirements for the modem 
psychiatric unit in the general hospital? The first is thi 
it should be a full and separate department, and th 
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psychiatrist-in-chief should have precisely the same status 
as the physician or surgeon-in-chief. If there is a medical 
poard in his hospital, he should be a full member of that 
body. \t this point, a statement of cardinal importance 
should be made. Any arrangement whereby the psychiat- 
ric division or unit of a general hospital is maintained 
by the state, while the rest of the hospital is maintained 
by the community or as a privately endowed institution, 
is thoroughly undesirable. A situation of this kind leaves 
the psychiatrist in the position of being a state employee, 


while his colleagues are not. Under such circumstances, ° 


he and his staff find themselves practicing state medicine, 
a form of medical practice to which, for the most part, 
his colleagues in the rest of the general hospital are res- 
olutely opposed. It is most important, for good working 
relationships and for the penetration of psychiatry into 
other fields of medicine, that the psychiatrist should be 
on precisely the same basis, with respect to his patients 
and with respect to the origin of his income, as his col- 
leagues. If his colleagues maintain themselves partly or 
mainly through consulting practice, so should the psychi- 
atrist. It is only by doing so that he can properly under- 
stand the problems and difficulties and the satisfactions 
of his colleagues. If he is a state employee, and they are 
not, he becomes a person apart. 

Continuing with the fundamental characteristics of 
the psychiatric unit in the general hospital, one may say 
that it should come under the general administration of 
the hospital; it should have the same intern and nursing 
service, as well as dietetic, accounting and maintenance 
services as those prevailing in the rest of the hospital. 
Thus far there has been a tendency to avoid passing the 
junior rotating intern through the psychiatric division of 
the general hospital, but this is a position which probably 
cannot be long maintained in view of the growing de- 
mand, in general practice, for psychiatric experience. 


Basic Needs for Unit 


While the psychiatric division must be under the gen- 
eral administration of the hospital, the administrator 
must be alert to the fact that the requirements of the 
psychiatric service are different from those of the other 
services, just as the surgical service requirements are 
different from those of medicine. For instance, the psychi- 
atric patient is essentially not a bed patient, and the 
service therefore must be organized to provide living 
space, recreation, occupational and office space to a de- 
gree not found in any other section of the hospital. 

Turning to the size of the psychiatric unit in the gen- 
tral hospital, it may be said that the psychiatric depart- 
ment should have an adequate number of beds to 
supply: (a) the needs of the rest of the hospital for the 
transfer of psychiatric patients and (b) the requirements 
of the community. Percentages advocated by the Ameri- 
tan Psychiatric Association are outlined in the 1956 
Edition of Standards for Hospitals and Clinics, published 
by the A. P. A. Mental Hospital Service. It is suggested 
that the percentage of the total hospital beds required by 
psychiatry will vary from about 3% to 15%, with the 
Most usual figure between 8% and 10% of the total 
beds. It is undesirable, however, that the psychiatric 


division should be smaller than approximately 20 beds. 
For smaller general hospitals, having a total of less than 
100-200 beds, a psychiatric service may be supplied on a 
consultation basis or through an outpatient department. 
Any arrangement whereby attempts are made to provide 
psychiatric beds on other services has proved most un- 
satisfactory*, for the simple reason that it is essential to 
have control of an area, since the area in which the 
psychiatric patient is treated has to be organized to 
constitute part of the general therapeutic process. More- 
over, it is essential that staff—nursing, intern and attend- 
ant—should be specially trained in the management of 
human behavior. Where the number of beds is in- 
adequate, there will be constant difficulties in accepting 
transfers, and difficulties in accepting emergency cases 
from the community. Also, it will force the psychiatric 
division into being either a selective center omitting 
many cases that should rightly expect to be treated in 
the division or it will convert it into one of the old-time 
disposal and sorting-out centers which nowadays attracts 
and holds only a transient and properly dissatisfied group 
of psychiatrists. 

The average duration of stay in the psychiatric division 
of the general hospital will vary with the type of case 
admitted, and will also vary, to some extent, with the 
emphasis upon particular forms of treatment. By and 
large, in a well-developed psychiatric division which 
admits all types of cases seeking admission, and provides 
the full range of general psychiatric treatment pro- 
cedures, the stay should be about forty days. 


Importance of Open Unit 


We now come to the most important characteristic of 
the modern psychiatric division of the general hospital, 
and this is that it should be open and that commitment 
should not be permitted. In other words, patients should 
be taken into the psychiatric division of the general 
hospital on precisely the basis as they are admitted to 
surgery and medicine; there should be no special forms, 
and if the patient is unwilling to stay he should be dis- 
charged as readily as is the surgical or gynaecological 
case who expresses unwillingness to remain in hospital. 
Common sense, of course, will dictate delays of a few 
hours or a day or so in order to make the necessary ar- 
rangements with the family to care for the patient else- 
where, in the case of suicidal patients and others who can- 
not take good care of themselves. 

Security measures should be reduced to a minimum. 
If you strip your rooms of curtains and window cords, if 
there are peepholes in every door, if the water in the 
bathtubs can only be turned on by some arrangement as 
complicated as the time-lock on a bank vault, if there are 
screens or special glass in every window, then you say 
to your patient, as clearly as any words can do, “We 
expect the worst of you”; and human nature, being 
tolerably open to suggestion, responds accordingly. If, 
on the other hand, the rooms are furnished much as any 
hotel room, if there is proper privacy for patients who 
want to be alone, and attractive living space for those 
who want to meet with others, if meals are tastefully 


*See footnote, page 21 


served and the table is set with a proper complement of 
glasses and knives and spoons and forks—in other words, 
if you show the incoming patient that you expect the best 
of him, that, in our experience at the Allan Memorial 
Institute, is what you get. 


Continuous Staff Education Vital 


Let me underscore that it is a shortsighted policy to 
attempt to operate a psychiatric division which is both 
open and closed. Many administrators feel that perhaps 
somewhere in the psychiatric division there should be 
a small area in which patients can be locked up. If this 
is done, the public will react—and very rightly so—to 
the whole psychiatric division in terms of its locked-up 
section. Every incoming patient will know, even though 
he has entered the hospital freely and willingly and 
anxious to seek the treatment with which you can pro- 
vide him, that if he should not be able to control his 
behavior or, more properly, should you not be able to 
help him manage his periods of depression or impulsive- 
ness—you mean to lock him up. 

Gains from operating an open hospital are inestimable. 
An open hospital keeps the staff continually alert to the 
necessity of finding means of managing problems as they 
arise. If you lock up your problem, then you can go away 
and leave it. The urgent demand to solve it is lost, and 
with it one of our most compelling pressures: constantly 
to seek to improve our methods. 

The public is willing to come to an open hospital. 
They are quite unwilling, and understandably so, to go 
to a hospital which is locked up. Indeed, the more at- 
tractive and liveable the psychiatric division can be 
made, the better the work which will be done. 

To ensure the efficient and safe operating of an open 
hospital, certain principles must be observed. The first 
is that staff education must be continuous. The surgeon 
has long since learned that the most scrupulous training 
of his operating room staff is essential if post-operative 
infections are to be eliminated and if the crises which 
occur from time to time in the course of difficult opera- 
tions are to be handled with expedition and with effec- 
tiveness. It is in precisely the same way that the psychia- 
trist must be prepared to keep his nursing, his attendant, 
his resident and his attending staff constantly at high 
pitch from the training point of view. They must be 
rapidly perceptive of all changes in behavior, they must 
have a background of knowledge which will allow them 
to understand the dynamics of the patients they are 
working with, and they must be in possession of funda- 
mentally important facts concerning each patient as the 
history is worked out. 

A second important principle is that deviant behavior 
should be treated as an emergency. The internist and 
the surgeon are long since accustomed to the fact that 
they have emergencies such as a perforated abdomen or 
the coronary which has to be dealt with in a matter 
of minutes. In our field, too, we have emergencies in the 
form of the sudden appearance of hallucinosis, the ap- 
pearance of suicidal ruminations, the appearance of 
excited behavior, to which we are still, in the general 
hospital psychiatric divisions, only too apt to react the 
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day after the event, or the day after that again. This 
stems, of course, from the days of enormous personnel 
shortages which so debilitated the state*hospital systems, 
But there is no reason why we should carry over into the 
psychiatric division of the general hospital the same 
slowness in organizing ourselves to deal with the emer. 
gency situation. Deviant behavior that is dealt with 
immediately can readily be brought under control and, 
moreover, by bringing it under immediate control we 
avoid contaminating and disturbing the rest of the 
patients on the floor. 

The major third principle which is one of the utmost 
importance in the management of the psychiatric divi. 
sion of the general hospital on an open basis is that the 
new patient should be incorporated as rapidly as possible 
into the patient group. Social psychologists experiment. 
ing with group action have brought out time and again 
the tremendously powerful molding effects of group antic. 
ipation. Where the rest of the patients anticipate that 
behavior on a given floor will be maintained at a partic 
ular level, then incoming patients brought under the in 
fluence of this same group anticipation show a consist 
ent tendency to conform. 


Different Types of Service 


Turning now to the basic components of the psychiat 
ric division of the general hospital, one may say that the 
earlier units were usually limited to the care of inpati- 
ents. Later there were established outpatient depart 
ments and, in the course of time, these outpatient 
departments have been evolved into centers in which 
follow-up care can be given and centers from which con 
sultations with the other outpatient departments of the 
hospital can be carried on. In more recent years, desir 
able additions to the structure of the psychiatric division 
of the general hospital are constituted by the Day Hos 
pitals, where patients come for treatment only during 
the daylight hours, remaining at home at night, and the 
Night Center, where patients who work throughout the 
day come in the evening for treatment and spend the 
night. It is essential that included within the psychiatric 
division of the general hospital should be a psychiatric 
social service, a psychological testing service and facilities 
for electroencephalographic work. It is understood, o 
course, that the routine biochemical, serological and 
urinalysis work will be done in the general laboratories 
of the rest of the hospital. It is highly desirable that an 
active training program should be carried on with respec 
to the resident staff, to the attendants and to the nurses 

If there is a close connection with a university, under 
graduate and postgraduate teaching should be carried 
on within the psychiatric division of the general hospital. 
If there is a nursing training school in the hospital, all 
nurses should be rotated for not less than three months 
through the psychiatric division of the general hospital. 
There they will learn, as in no other place, how t 
manage human problems, quite apart from those whid 
are frankly psychiatric. 

In regard to staff ratios, so great are the differences 
between psychiatric divisions in general hospitals with 
regard to admission policies, treatment programs, the 
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Typical case: | 
“unmanageable"’ 
schizophrenic 

patient is hostile, 

untidy and 

inaccessible 

to therapy. 


With Serpasil, 

patient becomes 

calm, cooperative, 
amenable to interview . .. 
as have thousands 

in this new age 

of hope for 

the psychotic. 
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the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with Serpasil~ 


SUPPLIED: 
Parenteral Solution: 
Ampuls, 2 mi., 2.5 mg. 
Serpasil per mi. 
Multiple-dose Vials, 10 mi., 
2.5 mg. Serpasil per mi. 
Tablets, 4 mg. (scored), 2.mg. 
(scored), 1 mg. (scored), 
0.25 mg. (scored) and 0.1 mg. 
Elixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-ml, teaspoon. 


A 


SUMMIT, N. J. 


j : 
: 
> 
* 
= 
. 
. 
i 
+ 
4 
= 


amount of teaching and research which they do and the 
number of different functions that each performs, that 
it is almost impossible to make any clear cut statement 
as to the staff ratios. The American Psychiatric Associa- 
tion very wisely states, “The staffing of inpatient services 
will depend on their size and the type of patients ad- 
mitted.”* 


Staffing of the Allan Memorial Institute 


Nevertheless, in order that some basis of comparison 
may be afforded, I shall state some staff ratios in the 
Allan Memorial Institute, emphasizing at the same time 
that the Institute carries on a most active research pro- 
gram, that it is a teaching center for both undergradu- 
ate and postgraduate students in medicine and nursing, 
that it participates in the training of psychiatric and 
social workers and clinical psychologists, as well as carry- 
ing on public relations programs. Furthermore, the Insti- 
tute has an extensive ambulatory service, including an 
outpatient rehabilitation follow-up treatment and educa- 
tional program. 

There are 128 beds in the Allan Memorial Institute, 
10 of which represent day hospital accommodation, and it 
has an admission of about 1200 inpatients per year. In 
the year 1955, the Outpatient Department treated 376 
patients, the Therapy Unit offered therapy to 5,321 
patients and the Extension Department afforded treat- 
ment to 1,708 patients. This is quite apart from the 
number of patients who receive treatment on an ambul- 
ant basis from the Attending Staff and the Resident 
Staff as office patients. 

It is most convenient to state the staff ratios in terms 
of inpatient service and, doing so, one would say that 
it is rarely possible for an intern to carry more than 6 
or 7 inpatients, together with the work which he has to 
do in the other services already mentioned. 

In regard to nurses, one finds that approximately one 
staff member is required per inpatient. Of this number, 
about one-half are registered nurses or registered nurses 
in training, the remainder being nurses’ aides and male 
attendants. 

The clinical psychological staff of the Allan Memorial 
consists of the administrator who is a Ph.D. and three 
senior clinical workers who also hold Ph.D. degrees, to- 
gether with four clinical psychologists in training. 

In regard to social workers, the American Psychiatric 
Association has recommended that there should be | for 
every 100 annual admissions and the Group for the 
Advancement of Psychiatry has recommended that there 
should be 1 for every 80 annual admissions. Here again, 
policy can greatly affect ratios. We have found that by 
making the social worker a member of the clinical team 
whereby she makes rounds daily and participates in the 
decisions about diagnosis and treatment made by the 
psychiatrist, occupational therapist, clinical psychologist 
and nurses, who constitute the rest of the team, a good 
deal of economy of her time can be effected. This is 
achieved in two ways: (1) The particular facet of the 
case upon which she is to work can be much more 
clearly defined and hence a total comprehensive social 


*Standards for Hospitals & Clinics, 1956 Edition, P. 27 


6 


service workup on each case can be avoided; (2) Where 
there are well developed community services as there 
are in Montreal the patient can be transferred to the 
appropriate community resource as soon as possible. Ap 
elaboration of this is our policy of bringing the family 
into participation and treatment as early as possible—the 
objective here being to help the family to take as much 
responsibility as can be achieved in the matter of rehabil- 
itation. This is reported by our head social worker, Mrs, 
Phyllis Poland, as involving a considerable outlay of 
work in the early treatment period saving consider. 
able staff time later. 

With regard to occupational therapy, one is clearly 
dealing with a service in the process of transition. Most 
psychiatric divisions of general hospitals have taken over 
from the state mental hospitals a form of occupational 
therapy which is becoming progressively less suited to 
the psychiatric division of a general hospital, as year by 
year the tempo of treatment is stepped up and the period 
of time spent by the patient in the psychiatric division 
is shortened. We are inclined to think that occupational 
therapy in its present. sense is passing out of the picture 
and that we may see in its place the development of a 
service devoted to the uncovering of latent capacities in 
the individual and to fostering his development. This 
clearly would serve as a bridge across which we might 
pass to a great objective not only of psychiatry but of 
medicine, namely, not treatment alone, nor prevention 
alone, but the actual enhancement of the well-being of 
the individual in these times of greater leisure into which 
we seem to be moving. The opening up and expanding 
of all the assets of the individual’s personality clearly lies 
before us as one of our great objectives. 


Relations With Other Departments 


Space will not permit a full description of the rela- 
tionships between the psychiatric division of the gen- 
eral hospital and the rest of the general hospital, nor a 
further elaboration of its relations to the community, 
and the nature and range of its teaching programs. It 
may be said briefly that the relations of the psychiatric 
department to the rest of the departments are crucial. 

Certain of the most fundamental aspects of this rela- 
tionship may be stressed. The first is that there must be 
a well organized consultation service and it is wise to 
appoint a senior staff member to each of the other serv- 
ices—surgery, medicine, gynaecology, obstetrics and pedi- 
atrics. It is also sound administration to give first priority 
of admissions to transfers from the rest of the hospital. 
Along with this, however, should go an active educational 
program directed primarily to those individuals who have 
first line contact with the patient, namely, the nurses 
and the junior resident staff, this program to be aimed 
at their better understanding of the surgical, medical 
and other patients, so that incipient breakdowns may 
be prevented. Through an extraordinary lack of under- 
standing about quite simple, fundamentally important 
aspects of human behavior, about anxiety, about resent- 
ment and about fatigue, astonishingly little is known 
about the powers inherent in the doctor-patient rela 
tionship. 

In regard to the general community, it is of the utmost 
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importance that the psychiatric division of the general 
hospital should carry on an active public relations pro- 
gram. This can be achieved by developing good press 
relationships. It can also be achieved by developing a 
women’s auxiliary, and by setting up a relatives’ dis- 
cussion group where the relatives of patients can discuss 
the problems of the management of the patients prior 
to admission and during the follow-up period. 

Teaching programs will be of great diversity, depend- 
ing upon the general nature of the psychiatric division. 
If it is part of a teaching hospital, it will no doubt have 
both undergraduate and postgraduate responsibilities 
for several categories of personnel. But no matter what 
its nature, every psychiatric division in a general hospital 
has one basic training program which can never be 
neglected and upon which indeed much of the success of 
the center will depend; that is continual education of all 
its personnel members ranging from the new orderly on 
up to the members of the attending staff themselves. 
There must be a continuous extension on the part of all 
categories of personnel of their knowledge of human be- 
havior and of their knowledge of the use of new tech- 
niques which are being brought into operation now in 
such rapidly increasing numbers. 


In this limited space, an attempt has been made to 
define some of the basic characteristics of the psychiatric 
unit as a division of a general hospital. Had this chron- 
icle been written when the first units began to appear 
towards the end of the first decade of this century, a very 
different and much more limited account would have 
been given. There can be no doubt that with the rapid 
acceleration in the number and with a great increase in 
the potency of our diagnostic and treatment procedures, 
the whole nature of the psychiatric unit of a general 
hospital is fast changing. At this very moment, there are 
some units which are far in advance of others; there are 
some which still remain at pretty much the same level of 
function as those which were set up at the beginning of 
this century. But there can be little doubt that within 
another two decades, the picture will have changed more 
radically still. The nature and functioning of this singu- 
larly effective tool which we have developed, namely, 
the psychiatric division of the general hospital, requires 
our closest attention and most continual enquiry, for it 
would seem that it is destined in the immediate future 
to be the primary and ultimately perhaps, the only area 
of hospitalization of all patients seeking psychiatric 
inpatient care. 


Rx OR RATIONALIZATION? 


IT WOULD PROBABLY be impossible to operate 
the typical state hospital without patient labor. The 
danger is that the program might meet the needs of the 
institution rather than the needs of the patient. The 
laundry supervisor calls: “I need a woman for the laun- 
dry.” The doctor starts looking for a patient to meet 
that need, rather than for a patient who needs clothes 
washing as a corrective emotional experience. 

It is easy to rationalize such a course. Idleness is bad: 
therefore, activity is good. If a crew is needed to mow 
the lawn, this activity is “prescribed” to teach the patient 


By Dr. Whatsisname 


to work in a team. If a messenger is needed, it may be 
argued that messenger service gives the patient a sense of 
importance. The fact that work can always be thought 
of as “constructive” can always justify an assignment. 
Unfortunately, all this may be an after-thought. 

When it comes to releasing a patient, rationalizations 
may triumph over reason. “Of course, the patient can 
scrub floors or iron aprons in the Nurses’ Home. But 
she couldn’t do domestic work outside, because . . .”” Com- 
plete that sentence in ten words and you may keep the 
patient on your staff. No one will consciously retain a 
patient who is medically and socially ready to go home. 
But it is so easy to predict that he will break down away 
from the shelter of the institution. And if the patient 
does relapse after release, you can say: “I told you so.” 

Every administrator insists that in his hospital main- 
tenance work is thoughtfully pre-studied and a tailor- 
made prescription is developed for each patient. No one 
will admit that patients are assigned to hospital industry 
in any other way. But this assurance is no proof. The 
only test is: how freely, how often, and how sensibly do 
maintenance supervisors communicate with ward physi- 
cians? If the grounds supervisor or the housekeeper regu- 
larly reports to the doctor—saying of each patient, “Mary 


Smith is doing thus and needs this”, “ John Jones flowers 


on this activity and shrinks on that—”’ if this sort of report 
is regularly written and relayed, then this is truly a 
patient-centered program. But if the doctor washes his 
hands of all responsibility for the working patient, if 
between doctor and work supervisor no communication 
channel remains open, then, while the patient’s labors 
may be maintenance, they are not therapy. 
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No. 6C in a Series on Mental Hospital Administration 


NURSING EDUCATION IN A MENTAL HOSPITAL 


By RUPERT A. CHITTICK, M.D., Superintendent, 
and ALICE M. ROBINSON, R.N., M.S., Director of Nursing Education, 
Vermont State Hospital, Waterbury 
with LILLIAN R. GOODMAN, R.N., M.S., Director of Nurses, Boston State Hospital, Mass. 


OT MANY YEARS AGO, a student nurse who 
elected to take the psychiatric nursing affiliation as 
part of her three-year program found herself in a trau- 
matic and anything but educational situation. More 
often than not, she was handed a set of keys and sent to 
the most disturbed ward where “another healthy person 
was needed.”” Her service was maximal, her education 
minimal. The latter consisted of a series of highly techni- 
cal, classification-directed lectures delivered by a disinter- 
ested and much too busy psychiatrist. What she learned 
about psychiatric nursing was only what she integrated, 
herself, by a process of mental osmosis. Seldom did she 
return to a mental hospital to work as a graduate nurse. 
About the time that the national nursing organizations 
recommended that three-year schools within mental hos- 
pitals be discontinued, a change took place in the at- 
titude of medical and nursing educators toward the proc- 
ess of the psychiatric nursing affiliation. In the ensuing 
years, great emphasis has been placed upon the immen- 
sity of the problem of mental illness and the poor facili- 
ties and methods for treatment available to patients. 
Along with this came an awareness by the medical and 
nursing professions that steps must be taken to improve 
medical education, in the broadest sense, in this relatively 
unexplored area. 

Intuitive and progressive administrators saw the ad- 
vantages of having a psychiatric nursing affiliation in 
their institutions, and set about overcoming the disad- 
vantages, which, in essence, were mostly financial. Today 
many excellent programs are in progress in hospitals all 
over the United States. Where such programs do not 
exist, administrators are becoming more and more in- 
terested in obtaining the financial support to start pro- 
grams in their own hospitals. 

Before the mechanics of starting an affiliate school can 
be outlined, one precept must be absolutely established: 
in order to start and follow through with a successful 
afhliate program in psychiatric nursing, the hospital 
superintendent must have the sincere desire to promote 
and support such a program. 


Responsibilities of Nursing Education 


The nursing education department in a mental hos- 
pital should be responsible for several programs which 
will run concurrently. First of all, the affiliate program 
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in psychiatric nursing, which usually consists of four 12. 
week periods a year; secondly, the psychiatric aide educa. 
tional program which should include 1) a sound orien. 
tation course, and 2) two educational years (9 months) 
of classes, plus experience—the first year with concentra. 
tion on procedures and elementary nursing principles, 
and the second year on psychiatric nursing principle 
and attitudes; 3) the inservice program for aides who 
have completed the two-year on-the-job course, and for 
the graduate nurses regularly employed by the staff. The 
latter, as a matter of fact, are all too often the most 
neglected in the educational milieu of a teaching mental 
hospital. 

Other responsibilities of the nursing education depart 
ment which arise from time to time, include cooperating 
with university nursing school faculties in the experien- 
tial guidance of advanced students; promoting refresher 
courses for interested graduate nurses within the area 
who have either had their psychiatric experience long in 
the past, or have had none at all; and helping to conduct 
tours or giving lectures for community organizations who 
are anxious to help patients but are not quite sure how 
to go about it. 


Methodology 


Aims of Program. The concept that a twelve-week af 
filiation in a psychiatric hospital will produce a psychiat 
ric nurse is a fallacy. However, several important things 
can be achieved: 


1) Motivation for a beginning self-understanding, an 
increased understanding of others, and a broadened con- 
cept of the reasons for human behavior and the under- 
lying dynamics of relationships between people; 

2) Skill in the emotional aspects of nursing care in 
all areas of nursing; 

3) The acquisition of a body of knowledge about 
mental illness, including the standard classifications of 
mental disease; 

4) A better understanding of mental illness as a dis 
ease entirely devoid of social stigma; 

5) An understanding of the effect of the nurse her- 
self in the nurse-patient relationship. 

Selection of Key Personnel. The selection of personnel, 
limitations on numbers of students to be accepted, and 
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so on, tepend largely on the size of the hospital and the 
financial resources available. It is recommended that the 
nursing education department have its own budget, but 
in the majority of instances, this is not so, nor is it easily 
arranged. 

There is a difference of opinion as to the place of the 
Director of Nursing Education in the administrative 
hierarchy. There are those who feel that she should be 
on a par with, but separate from, the Director of Nursing 
Services. There are others who feel that there should be 
one person in charge of both areas, with capable assist- 
ants in each. In many instances it has been found that 
the latter works out better, particularly in regard to a 
more comprehensive and cooperative relationship be- 
tween nursing service and nursing education. 

Either way, the Director of Nursing Education in a 
mental hospital should be a person who is well-prepared, 
both experientially and educationally. At least a Bache- 
lor’s degree should be required and a minimum of five 
years’ experience in teaching and administration in a 
mental hospital. 

The instructors (and the number of these depends on 
the number of students expected and the state board 
requirements) should preferably have a degree also, or at 
least be in the process of obtaining one. 

A full-time secretary is necessary, and two house- 
mothers to supervise the nurses’ living quarters through- 
out the day and evening. 

Requirements and Approvals. In setting up an affiliate 
program in psychiatric nursing, it is necessary to under- 
stand fully and carry through the requirements estab- 
lished by the state board of nurse examiners in whatever 
state the hospital may be located. Such requirements are 
now fairly well standardized. The state board of nurse 
examiners must give official approval to the program, 
and will point out to the hospital administrator those 
areas which are inadequate and will need improvement. 
Although official approval from the national nursing or- 
ganizations is not required, it is well to extend an in- 
vitation to their representatives to visit the institution 
and make recommendations—particularly if it is a new 
program. 

Relationships with Home-school Directors. In the be- 
ginning, the Director of Nursing Education should make 
courtesy visits to each home-school in order to acquaint 
herself with the personnel therein, and with the students’ 
usual environment. Home-school directors should be in- 
vited to the affiliating institution for a visit. A complete 
written program, including a sample of the affiliating 
contract, should be presented to each home-school direc- 
tor for her thorough perusal. (Such a written program 
should also be presented to the state and national nursing 
organizations.) 

Preparation of Personnel Within the Facility. It is 
important (and, unfortunately, often overlooked) to 
orient all levels of personnel in the hospital preparing to 
receive students. One of the problems most frequently 
encountered in the establishment of an affiliate program 
is the fear and resentment felt by the agency personnel. 
The program, in essence, and the place of the student 
nurse in the total hospital functioning should be care- 


fully explained to aides, graduate nurses, and medical 
staff, since the cooperation and assistance of these groups 
is essential in a smoothly running affiliation. 


Establishment of Curriculum 


Remembering the aims of the course in basic psychiat- 
ric nursing education, and keeping always in mind the 
state board requirements, one can proceed with curricu- 
lum planning. Certain subjects will be taught in the class- 
room, particularly during the orientation period, but 
more and more, we believe, “action instruction” (or 
clinical instruction) has demonstrated itself to be valu- 
able. Major subjects, following orientation, and continu- 
ing as an on-going process, would be: Psychiatry; Psy- 
chiatric Nursing; Interpersonal Relations; and Clinical 
Psychology. The greater number of instruction hours, 
especially in the first two subjects, can be spent on the 
ward—frequently using ‘“‘action demonstration”. 

Student ward assignments can be worked out in a 
number of ways, but it is advisable to assign a student to 
one particular area for the majority of her time in the 
psychiatric experience. After an introductory rotation 
of four weeks (not including orientation) , for example, 
the remaining seven weeks can be spent on a ward mutu- 
ally agreed upon by the student and the instructors. The 
main purpose is obvious: The student is more comfort- 
able in making only one major adjustment, she gets to 
know and learn from personnel, and she can establish 
meaningful relationships with patients. 


Major Problems 


Through the eyes of the hospital administrator, the 
major problem areas to be faced would be as follows: 
1) Financial. Housing, feeding, and providing laundry 
service for an additional group of people; 
Hiring extra personnel (some in higher pay brackets) ; 
Providing material needs (such as an educational office, 
classrooms, library books, typewriter, etc.) . 

2) Extra-curricular Activities: Need for some social 
program and provision for recreational outlets for stu- 
dent nurses. 

In regard to the first problem, the financial, we must 
think along the lines of the present, progressive educa- 
tional philosophy evolving in the nursing profession. 
That is, briefly, “it is our responsibility to educate stu- 
dents, mot to use them for service”. In the light of this 
type of thinking, the home schools should pay tuition to 
the affiliate agency. However, in most instances, this is 
a future goal, and hardly feasible at the present time. 
The administrator who has had experience with a good 
affiliate school in his hospital knows full well that stu- 
dents do provide a good deal of service, although, one 
might say, inadvertently, and only in conjunction with a 
sound educational experience. 

As for the second problem it has been our experience 
that a well-developed and adequately supported Student 
Government Organization can function most advan- 
tageously, even though the affiliation lasts only 12 weeks. 
Social, recreational, and demeanor problems can be 
quite satisfactorily handled by students who have con- 
sistent faculty support. 
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HYDROCHLORIDE 


10-( y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


Promazine Hydrochloride 


*Trademark 


THE ALCOHOLIC 


SPARINE is an agent of prompt, predictable, and potent action 
in controlling withdrawal symptoms. 

Often, in selected cases under the adequate supervision 

of the family physician, it may afford home control 

of postalcoholic agitation and hyperactivity.’ 


SPARINE is well tolerated on intravenous, 
intramuscular, or oral administration. 

Toxicity is minimal—no case of liver damage 

has been reported. Parenteral use offers 

(1) minimal injection pain; (2) no tissue necrosis 

at the injection site; (3) potency of 50 mg. per cc.; 
(4) no need for reconstitution before injection. 


Professional literature available upon request. 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug.) 1956. 


® 
Philadelphia 1, Pa. 


> 
4 
q 
4 
J 
wy 
yelh 


Hospital Psychiatry In Norway 


By DR. ORNULV ODEGARD 


Medical Superintendent, Gaustad Sykehus, Oslo 


HE MENTAL DISEASES ACT ol 

1848 has undergone few changes. 
It is nevertheless surprisingly satis- 
factory—probably because it was con- 
ceived during a period of liberalism 
and humanity. A Royal Commission 
has recently proposed certain changes, 
but the general structure of the old 
law will remain. 


COMMITMENT PROCEDURES: 


Norwegian legislation concerning 
mental disease is easily illustrated by 
following, say, Mr. Normann from 
the moment when suspicion arises as 
to mental condition. Such a situation 
is not primarily a public matter in 
Norway. The next of kin has the duty 
and the right to see that the patient 
is seen by a doctor. Mostly Mr. Nor- 
mann’s wife or parents will be able to 
persuade him, but if he is quite un- 
willing, they will tell their story to a 
doctor, and with his help get the nec- 
essary assistance from the police. 

In larger cities the police have a 
special department for this purpose, 
with a full-time police psychiatrist 
and possibly even a small observation 
ward. In country districts the local 
sheriff and the district physician 
(public health officer) will have to 
handle the case according to their 
lights; in exceptional cases they may 
have to place Mr. Normann in jail 
so that the doctor may safely examine 
him. No court order is needed, which 
places a heavy responsibility upon the 
people involved. In difficult cases the 
local doctor may feel the need of 
sending the patient to the nearest 
psychiatrist for examination, but the 
great distance will frequently make 
this impracticable. Any public health 
officer, therefore, needs a liberal mini- 
mum of psychiatric knowledge—which 
in fact a great many of them have. 


In certain problematic cases—for 


instance when Mrs. Normann com- 
plains that her husband shows delu- 
sions of jealousy, while he insists that 
she is really unfaithful, and gets some 
support from his sister—the case may 
be brought to court upon the charge 
that Mr. Normann needs a guardian, 
or that he has threatened or disturbed 
the peace. In this way a more 
thorough investigation with witnesses 
can take place, but this is rare except 
in really criminal cases. 

If the medical examination shows 
that Mr. Normann is in need of treat- 
ment in a mental hospital, the doctor 
writes a certificate to this effect and 
sends it with a complete medical 
history to the hospital. He includes a 
statement from the nearest relative 
(in this case Mrs. Normann) that she 
wants her husband admitted. Thus 
the commitment of an insane person 
is formally made upon the authority 
of the family, though the actual re- 
sponsibility will naturally rest upon 
the doctor who advised it. 

If the patient has no close relatives, 
the chief of police will take all neces- 
sary steps until a guardian can be 
appointed. The police can also take 
over in case the family does not want 
to take the responsibility (Mrs. Nor- 
mann may be afraid). If the family 
refuses to take necessary action the 
doctor may lay the case in the hands 
of the police, who will order the 
commitment if it seems necessary in 
the interest of the patient or for the 
sake of public safety; even this is done 
without any court procedure. 

As a first safeguard against unwar- 
ranted hospital admissions the law 
states that the medical superintendent 
of the hospital shall study the ad- 
mission documents and decide if the 
admission is “suitable for the patient, 
or necessary in the interest of public 
order and safety.” He may refuse the 
case or ask for further information, 


and he may even refuse admission 
when the patient arrives at the hospi- 
tal, if the conditions do not seem to 
be fulfilled. 


Lay Group Reviews Commitments 


The next safeguard is the “com- 
mittee of control,” which in Norway 
is local, and attached to each individ- 
ual hospital. It is strictly non-psychia- 
tric, in accordance with the democra- 
tic system of control by the people, 
by laymen. Among its four members 
one shall be a doctor, one a lawyer 
and at least one a woman. They 
visit the hospital twice a month, see 
all new arrivals and hear all com- 
plaints. They have a right to dis. 
charge any patient even against the 
advice of the medical superintendent, 
if they feel that commitment is not 
“suitable” or “necessary” in the sense 
of the law. Even the family can at any 
time demand a discharge, but the 
hospital can (with consent of the 
committee) refuse, if the patient is 
dangerous to himself or to public 
safety. In practice this comparatively 
simple and strictly administrative pro- 
cedure has worked well. 

During his stay in the hospital Mr. 
Normann is not judicially “certified” 
as insane. The administrative certif- 
cate issued by his own doctor is strictly 
ad hoc, and concerns merely his ad- 
mission to the hospital. It follows that 
he is not in every respect deprived of 
his civil rights. He is, for instance, not 
placed under guardianship unless his 
special economic situation makes it 
necessary, and then it will demand 
a special court procedure. If he makes 
a will, it will be valid unless it can be 
shown to be influenced by his mental 
symptoms. He even has a right to 
vote, though in practice he seldom 
does. 

If Mrs. Normann wants a divorce 
while her husband is in the hospital, 
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she will have to ask the doctors for a 
certificate to the effect that he has 
been insane for more than three years, 
and that there is not any “reasonable 
chance” of recovery. 

If alter his discharge Mr. Normann 
wants to marry, he has to inform his 
future wife that he has been treated 
in a hospital for mental illness; if he 
conceals this information, the marri- 
age may be annulled upon her de- 
mand. He also needs a doctor’s certifi- 
cate that his mental illness is cured, 
as an insane person may not marry. 

Voluntary admission is possible, but 
the demand for it is not great because 
of the relatively simple rules of ad- 
mission. A voluntary patient has a 
right to be discharged upon 14 days’ 


notice. 


Sterilization Given 
“for Respectable Reasons” 


Sterilization was introduced by law 
in 1933, and is in Norway a right 
which is offered to the individual by 
the government. The law simply re- 
quires that a “respectable reason” be 
given, and that the request be sup- 
ported by a medical statement. The 
decision is then made by the director 
of public health. Sterilization without 
the consent of the person is somewhat 
more complicated. It is possible only 
in case of mental deficiency with a 
mental level of less than 9 years, and 
the consent of a guardian is needed. 
Also the director of public health is 
in such cases joined by an expert 
commission of five members. The year- 
ly number of sterilizations is around 
350, but for this modest number the 
physicians are responsible, and not 
the law. 


CRIMINAL PSYCHIATRY: 


If a person who has committed a 
criminal offense is suspected of some 
mental abnormality, the police will 
have him examined by a police physi- 
cian, who in larger cities is always a 
psychiatrist. If the person is not found 
beyond doubt to be normal, the court 
will appoint two psychiatric experts 
to examine him. These experts are 
chosen among those who have been 
authorized as such by the Department 
of Justice. Such authorization does not 
demand any special training in legal 
psychiatry, as this would not today be 
practicable in all parts of the country; 
any psychiatrist can qualify. The of- 


fender has a right to make his own 
choice among the authorized experts, 
but in any case the experts are always 
appointed and paid by the court. Pri- 
vate experts are not possible. It is a 
cardinal point that a psychiatric ex- 
pert is always directly attached to the 
court, and that he is equally as in- 
dependent of the police and the prose- 
cution as of the defense. 

The offender is examined in prison, 
in the prison hospital or at iarge, as 
the case may warrant. The experts 
make a thorough study of the factual 
evidence in the case, and obtain a 
compiete history from the offender 
himself and at least one of his close 
relatives. A psychiatric examination, 
including psychological tests, rounds 
out the observation. A written state- 
ment of 12 to 30 pages (in one case 
600 pages!) with the experts’ conclu- 


sions is sent to the court, with a copy 
to the defense lawyer. 


Medical Testimony Restricted 


It is characteristic of Norwegian 
legal psychiatry, as contrasted with 
that of most other countries, that the 
medical experts restrict themselves to 
strictly biological (medical) ques- 
tions: Is the offender insane? Is he a 
person with a “deficient mental devel- 
opment” (that is a mental defective or 
a constitutional psychopath) ? Does he 
suffer from an “acquired mental weak- 
ness” (epileptic, neurotic, senile, alco- 
holic, etc.) ? Was he in a state of un- 
consciousness or reduced consciousness 
at the time of the offense? Questions 
of legal or moral responsibility, of 
ability to foresee the consequences of 
his action and of planning or of 
ability to be influenced by punish- 


Comment on Dr. Odegard’s Article 
By WINFRED OVERHOLSER, M.D., Chief Consultant, M.H.S. 


It is always of interest to know how psychiatric problems are handled in 
other countries, and we often wish that the American jurisdictions might 
emulate some of the progressive procedures which we find there. Such 
emulation is not always easy, however. It sometimes seems as if in a new 
country like the United States tradition plays a more prominent part than 
in Europe, with a corresponding reluctance to change! This tendency is noted 
particularly when efforts are made to improve laws relating to the mentally 
ill, and is probably why some of our American commitment procedures remain 
antiquated. 

The reader of Doctor Odegard's article will note that commitment is 
relatively informal, and is not predicated solely upon the patient's being 
"dangerous to himself or others", as is the general rule in the United States. 
One may raise an eyebrow at the arrangement whereby a lay and non-judicial 
group ("Committee of Control'') may overrule the Superintendent in the 
matter of discharge; this is perhaps pushing “democracy” a bit far, but at 
least we are told that this method works well in Norway! The main points 
are that commitment is simple and that the patient's civil rights are not 
impaired. In too many American states commitment carries with it depriva- 
tion of civil rights—a complete perversion of the proper function of com- 
pulsory hospitalization. 

In the courts, the Norway procedure evidently avoids battles of experts, 
since privately retained experts are not permitted. The experts are public 
officials, independent of the prosecution and defense. The testimony as to 
the defendant's mental state, moreover, is not hampered by arbitrary “right 
and wrong” and "irresistible impulse" “tests. The procedure permitted 
under the New Hampshire rule and in the recent Durham (District of 
Columbia) case—a far preferable one—is followed, namely having the 
psychiatrist testify only to the mental state, and letting the court decide 
the legal implications. The a of mentally abnormal offenders ap- 
pears, too, to be more elastic than that prevailing in the United States. 

As for mental hospitals, Norway, not a wealthy ag | at best, seems to 
be plagued with the universal problem of shortages and of how to secure 
sufficient funds to meet the demands. Clearly, however, the Norwegians, 
with their characteristic vigor and courage, are attacking the problems of 
intra- and extra-mural psychiatric care with a progressive and optimistic spirit. 
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ment are never raised or answered by 
the medical experts. All such ques- 
tions have to be decided by the court, 
and it is the task of the psychiatrist 
to furnish the court with the necessary 
material for this decision. This means 
that the psychiatric expert will keep 
strictly within the field where his 
competence is undisputably higher 
than that of the legal experts or of the 
jury. This system very effectively pre- 
vents any cross-examination of the ex- 
pert on difficult and problematic 
borderline problems, and has proved 
to be a sound basis for cooperation be- 
tween the legal and the medical pro- 
fessions. It does not, naturally, prevent 
the court from asking the experts’ 
personal advice as to the best ways of 
treating this special offender. (The ex- 
perts always have to be present in 
court, and may, for instance, cross- 
examine witnesses.) 


“Safeguarding” System 
for Other Abnormal Offenders 


For persons with a mental abnor- 
mality other than insanity or uncon- 
sciousness, punishment is permissible. 
But the principal result is not punish- 
ment, but so-called “safeguarding” for 
a relatively long period (3 to 5 years 
commonly) and under a very elastic 
system. This procedure is used for 
mental defectives and psychopaths as 
well as for senile and alcoholic de- 
fectives, etc., provided that the court 
(based upon a statement of the psy- 
chiatric experts to this effect) finds 
that this abnormal mental condition 
is likely to lead to new criminal of- 
fenses. Even persons who are acquitted 
on the grounds of insanity or un- 
consciousness can be “safeguarded” in 
this way. 

During the period of safeguarding 
determined by the court, the Depart- 
ment of Justice is at liberty to use a 
varied system of controls according to 
need. It is customary to start with 
moderately lenient methods, and to 
change them for stricter means or for 
more freedom according to the be- 
havior of the individual. Internment 
in jail or workhouse is used mainly as 
a deterrent or disciplinary measure, 
and of course never in case of insanity. 
A special institution for mentally ab- 
normal offenders is established in Oslo 
(on medical principles and under the 
leadership of a psychiatrist) and is 
expected to become the main center 
of treatment for these cases. Place- 
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ment in private families, mostly on 
farms, is the next step. And lastly, the 
prisoner may be allowed relative free- 
dom, under certain conditions: to 
stay away from specified surroundings 
(such as cities) ; to take specified jobs; 
or to abstain from alcohol, for ex- 
ample. A special supervisor may be 
appointed—but control is naturally 
the weak link in the system. When the 
period of sentence is at end, the case 
may be brought to court for a pro- 
longation, if the improvement has 
not been satisfactory. 

The position of psychiatric experts 
in Norwegian courts is highly influ- 
ential, and the court generally has a 
high regard for their advice. If the 


‘court feels that their conclusions can 


not be accepted, the regular way is not 
to disregard them but to have a new 
set of experts appointed. This, how- 
ever, is very rarely done. 

A copy of each expert medical state- 
ment is sent to the Commission of 
Forensic Medicine, which is appointed 
by the King, and which has a special 
section for legal psychiatry. It is the 
task of this commission to point out 
to the courts and the experts any mis- 
takes or shortcomings in the psychia- 
tric evidence or in the conclusions. 
The commission has a right to de- 
mand a new observation if the experts 
are unable to convince the commission 
or to comply with its wishes. In this 
way a certain uniformity of legal psy- 
chiatric practice is secured. 


FINANCES AND ADMINISTRATION: 


In Norway the vast majority of the 
population is covered by the public 
sickness insurance, which is compul- 
sory up to a certain income. Hos- 
pital expenses are paid in full by the 
insurance. But mental disease is gener- 
ally so chronic that it would over- 
burden the insurance system, and for 
the family it would in most cases be 
ruinous. Therefore, nearly all mental 
patients are cared for at the expense 
of the public authorities, and the law 
specifically states that these expenses 
should not be regarded as “poor re- 
lief.” Only three or four per cent of 
the patients are paid for privately— 
namely those who are particularly 
well off, so that these expenditures 
“will not noticeably lower the stand- 
ard of living of the family”—or when 
the patient has a pension or other 
steady income and nobody to support. 


The state pays forty per cent of the 
total expense, the county and _ the 
local community pay thirty per cent 
each. This is so even for voluntary 
patients, for patients in family care 
and for patients who are treated in 
private hospitals (of which there are 
only two small ones). The total for 
the country is more than 60 million 
kroner per year (about $857,000) . 
The per capita cost of running a 
mental hospital today is around 18 
kroner per day (about $2.57), which 
equals about 50 per cent of the daily 
income of a skilled laborer. The gen- 
eral hospitals are allowed more than 
twice as much, and in_ psychiatric 
circles it is felt that this difference is 
too large, and that the standard of the 
mental hospitals should be raised con- 
siderably with regard to food, repairs, 
medical equipment, personnel, etc. 


More Beds Urgently Needed 


The really difficult financial prob 
lem, however, is that of building the 
4,000 hospital beds which are admit- 
tedly needed without delay. Of our 
eighteen principal mental hospitals, 
five are built and run by the state, and 
twelve by counties (one is privately 
owned) . The current expenses for all 
these hospitals are covered according 
to the rules stated above, but the state 
has so far made only limited and 
irregular contributions to the com 
struction or the enlargement of county 
mental hospitals. In order to avoid 
a deadlock, the government is now 
changing this policy, and offers a con- 
tribution of forty per cent, in order to 
stimulate building. Many counties feel 
that the insane should be cared fot 
altogether by the state. 

Even extra-mural psychiatry is gen 
erally a public enterprise. Humanitar- 
ian organizations like the Red Cross 
have contributed greatly to Publi¢ 
Health work, for instance againstg 
tuberculosis, but only recently have 
any of them made any contribution 
towards mental health efforts. School 
psychiatry (child guidance) is run em 
tirely by the local community, but few 
communities have so far taken up this 
important work. In order to intensify 
extra-mural psychiatry we are plam 
ning to have a new system of psychia 
tric public health officers, one for each 
county, but with the status of govern 
ment officials, and directly connected 
with the director of public health. 
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you can bring patients 
“out of the corner” 


hydrochloride 


(methylphenidate hydrochloride CIBA) 


provides needed stimulation 
without euphoria or depressive rebound 


Ritalin has proved effective in awakening pa- 
tients to reality, even in “severe deteriorated 
chronic schizophrenia of long standing.”! The 
most responsive patients to Ritalin appear to be 
_ the true depressives (negative, withdrawn, dull, 
listless, apathetic)—without correlation to age or 
length of hospitalization.2 On 10 to 40 mg. Ritalin 
t.i.d., such patients become more amenable to 
therapy, suggestion, and social participation.’ 


1. Leake, C. D.: Ohio M. J. 52:369 (April) 1956. 2. Ferguson, J. T.: 
Ann. New York Acade Sc. 61:101 (April 15) 1955. 
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A TYPE OF THERAPEUTIC COMMUNITY 


Its Principles, Methods and Applications 


(Part |) 


By JOHN A. KOLTES, M.D.,* Clinical Director, Eastern Penna. Psychiatric Institute, Philadelphia 
and MAXWELL JONES, M.D., Director, Social Rehabilitation Unit, Belmont Hospital, England 


HE TERM “therapeutic commu- 

nity” has become common usage 
among psychiatrists interested in mak- 
ing full use of the social environment 
and social interaction as a part of 
- treatment. Applied to a_ psychiatric 
hospital this means a much greater de- 
gree of interaction between staff and 
patients than is usually found; this im- 
plies a levelling of status and roles so 
that the patients come to be active 
participants with the staff in the over- 
all treatment program. A brief dis- 
cussion of the development and opera- 
tion of one type of “therapeutic com- 
munity” is given. 

Social psychiatry, as this field is 
often called, seeks to utilize “milieu 
therapy” in “therapeutic communi- 
ties”. These terms have all been used 
in ways neither precise nor consistent. 
Social psychiatry is the field of interest 
that investigates and utilizes knowl- 
edge about the relationship between 
social environment and_ individual 
psychopathology. It has to do with a 
wide variety of activities including 
the guidance of emotional develop- 
ment, the treatment of mentally ill 
people, and resettlement of mental 
hospital patients following treatment. 

Milieu therapy is the conscious use 
of aspects of the patients’ environ- 


ment for treatment. It has to do with 
physical amenities, “emotional cli- 
mate”, specific attitudes toward the 
nature of psychiatric disorder and its 
treatment, modes of behavior in spe- 


cific recurring situations, formal social 


organization amongst staff members, 
and so on. The therapeutic commu- 
nity concept suggests on the one hand 
a place where milieu therapy is em- 
ployed, and on the other hand an 
orientation toward bridging the gap 
between hospitals as specialized insti- 
tutions and community life generally. 
The orientation of those using the 
therapeutic community concept is 
usually toward active rehabilitation 
of patients through making hospitals 
miniature replicas of ordinary society 
and bringing to ordinary society the 
principles of therapeutic social rela- 
tionships that could reduce stresses 
precipitating mental illness. 


Operation of the Belmont Unit 


The Social Rehabilitation Unit 
(Therapeutic Community) at the Bel- 
mont Hospital, England, was estab- 
lished in April, 1947, with the backing 
of the Ministry of Health and the 
Ministry of Labour. The primary 
function was to study the problem of 
the long-term unemployed person and 


Ed. Note: This paper is presented, in two parts, as a short account of the 
Belmont Hospital program, which has previously been presented else- 
where. The first half deals with the operation of the Unit; the second 
part, to be published next month, will deal with the theoretical consid- 


erations underlying the operation. 


Other types of therapeutic communities are also known—i.e. The Mer- 
chant Marine Rest Centers of World War II in the U.S. where transient 
situational disorders and more complicated anxiety states, as well as the 
Belmont type of patient, were assisted on the way to adjustment. The 
program at Riggs Foundation at Stockbridge, Mass., the Silver Hill 
Foundation in Connecticut and the Boston Psychopathic Hospital have 
a strong social equivalent to the one described here. Qualification of 


results in this instance would be helpful. 


D.B. 
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to find methods of treatment which 
would enhance his employment rec- 
ord. For the past several years Great 
Britain has been actively concerned 
with the problems of the disabled and 
has established a variety of rehabili- 
tation programs for this group. 

The Belmont Hospital is located in 
a suburban London community. The 
building was constructed in 1853 asa 
county workhouse. It does not have 
the appearance or conveniences of a 
modern hospital. The buildings are 
divided into three sections; two are 
used for the treatment of neuroses and 
the third by the Social Rehabilitation 
Unit. The entire hospital is directed 
by a physician-superintendent. There 
are spacious grounds and gardens 
about the hospital. The S.R.U. com- 
plies with all of the hospital regula- 
tions and has no ground rules that in 
any way interfere with the operation 
of the main section of the hospital. 
The rules that govern the activity of 
the unit are internal only and have 
no bearing on any other area. 


Staff Composition 


The staff of the hundred-bed Unit 
consists of four psychiatrists, five psy- 
chiatric nurses, eleven social thera- 
pists, a psychiatric social worker, a psy- 
chologist, two Disablement Resettle- 
ment Officers, four workshop instruc- 
tors and a research team of six social 
scientists. (This is a ratio of one pro- 
fessional and ward worker to 3 pa- 
tients.) 

Each psychiatrist has his own ap- 
proach to a given problem, although 
in general there is a similarity of in- 
terest, of dynamic orientation and 
psychotherapeutic philosophy. The 


* Dr. Koltes, the co-author of this 
paper, spent several months working 
at Belmont Hospital with Dr. Max- 
well Jones, the Director. 
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social therapists are a group of young 
women who have had some training in 
social science, social work or psychol- 
ogy. None of them has had psychi- 
atric training or nursing training. 
They ure a part of the general staff 
and their role is to bring to the com- 
munity a constructive influence un- 
encumbered by custom, habit or man- 
ner. The Disablement Resettlement 
Officers are placed at the Unit by the 
Ministry of Labour. Their function 
is to assist patients in finding work. 


The Patients 


Since the primary function of the 
unit is to offer a rehabilitation pro- 
gram to social deviants, especially the 
long-term unemployed, most of the 
patients suffer from character and 
behavior disturbances. Several patients 
have been in open conflict with the 
law; others are social outcasts. 

Men and women of all ages are 
treated. There is no age limit although 
the majority of patients are between 
twenty-five and forty-five years of age. 
Many of them come from lower socio- 
economic strata. Several patients have 
had previous psychiatric treatment 
in some form and often have been 
considered to be treatment failures. 
Patients who have had deep insulin 
therapy, psychotherapy, electro-con- 
vulsive therapy, conditioning for alco- 
holism and so forth may be found in 
the unit. 

The average length of stay in this 
section is for four months. The staff 
feels that maximum benefit can be 
achieved within one year and patients 
are discouraged from remaining any 
longer. It is more the exception than 
the rule that a patient remains twelve 
months. ‘The cost of the unit is borne 
by the National Health Service. There 
are no private beds or private treat- 
ment. 

There is no special admission for- 
mula. About six new cases are ad- 
mitted each week. They are accepted 
on referral only and must have a brief 
history to be considered for admission. 
If the staff feels that a patient is un- 
suitable for this type of treatment, he 
is so advised and some appropriate 
alternative may be suggested. 

Just prior to admission patients are 
sent a form letter indicating the na- 
ture of the hospital, the daily routine 


of the ward life and the treatment 


ideology. This is done to relieve anx- 
iety and to encourage confidence and 
participation. It is one of the initial 
friendly gestures extended to the pa- 
tient. At the time of admission the pa- 
tient is greeted by a patients’ recep- 
tion committee. They show the new 
patient to his quarters, introduce him 
to the other patients and assist him 
in any way they can. On admission day 
(Monday only) , new patients are ac- 
companied to the staff room where 
they meet the staff and are assigned a 
doctor who is responsible for their 
care while they are in the hospital. A 
history and physical examination are 
obtained on the day of admission. 

All new patients meet in their own 
group on the second day to discuss 
problems which may have arisen since 
admission or any other matter. This 
early group meeting is intended to 
orient the patient toward discussing 
his problems before a group and to 
develop cohesiveness and some feel- 
ing for community experience. On 
the third hospital day they participate 
in the full program. 


The Daily Program 


The daily program of the unit con- 
sists of a main community meeting, 
daily doctors’ groups, shopwork and 
social activities. Each morning at 8:30 
a.m. the entire group of patients and 
staff meet in a room for a period of 
one and a quarter hours. The seating 
is arranged in circular fashion and 
one may sit anywhere. The room is 
relatively small so that when one hun- 
dred and twenty-five people gather in 
it, it is quite full-The meeting is be- 
gun spontaneously by anyone and 
any subject is valid. Patients are en- 
couraged to speak openly and freely 
on personal matters, environmental 
problems, the hospital routine, job 
problems, sick ideas, interpretation 
of other patients’ statements, ad infini- 
tum. In short, there is no subject 
which cannot be covered in these dis- 
cussions and no ban is placed on any 
material, regardless of its content. ‘The 
staff avoids an authoritative role but 
maintains sufficient leadership to give 
continuity to the discussion. As in any 
group therapy meeting the comments, 
thoughts and feelings of those who 
speak, including the staff, are subject 
to the interpretations, questions and 
criticisms of the other members of the 


group. 


With a group of this size one might 
expect to find that the general con- 
tent of the discussions involved only 
superficial, conscious material. ‘This is 
far from being the case, however. It 
is quite customary to find that un- 
conscious material is discussed and in- 
terpreted intuitively and experien- 
tially by the other patients. Many of 
the patients come from broken homes, 
have had bitter experiences in their 
early family life, or otherwise have 
fallen heir to painful, threatening 
events. Since these experiences are 
common among the group, a consid- 
erable amount of identification with 
each other is established and patients 
find that their problems are under- 
stood and given sympathetic con- 
sideration by most everyone. 


Open discussion is carried on for 
about one hour. Announcements of 
the day’s activities, the feed-back of 
the material discussed at a workshop 
group, and a list of patients whose 
deviant behavior came to the atten- 
tion of the staff are read out and dis- 
cussed with a view toward under- 
standing rather than punishment. 
The meeting is adjourned by the 
senior staff member. The patients 
then return to their wards. 


Doctors’ Groups and Staff Meetings 


Following the adjournment of the 
8:30 meeting there is a tea break for 
one half hour during which time the 
patients go to the cafeteria for re- 
freshment, and the staff gathers to 
discuss their ideas and feelings about 
the morning meeting. The patients 
are then seen in small groups for pe- 
riods of forty-five minutes. Each doc- 
tor has two morning groups. The pa- 
tients in these groups are divided 
among the doctors according to the 
assignment of patients at the time of 
admission. There is no selection ac- 
cording to type or severity of illness. 


A luncheon period of one balf hour 
is followed by another group meet- 
ing. These groups consist of the pa- 
tients in each ward and the ward 
doctor. Thus, each doctor comes to 
know all of the patients in his ward 
even though he is not responsible for 
the therapy of all of them. At these 
meetings the usual topic of conversa- 
tion is a matter pertaining to ward 
life., e.g., interpersonal tensions and 
rivalries, heating, meals, ventilation, 
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etc., although any matter may be 
brought up. 

Three days a week there is a one- 
hour staff meeting in the afternoon. 
Matters pertaining to the staff and to 
the patients are discussed. One pur- 
pose of the meeting is to relieve staff 
anxieties and tensions which inevita- 
bly develop in a treatment program of 
this kind. To this extent one might 
say that this is staff group psycho- 
therapy. This seems to have been of 
some benefit, if the low number of 
staff casualties is taken as criterion. 

Staff meetings are followed by in- 
dividual psychotherapeutic meetings 
and shop work for the remainder of 
the afternoon. In the evening there 
is a social which is sponsored by the 
wards in rotation. Dancing, cards, 
parlor games and light refreshments 
form the program. Patients are re- 
quired to be in pajamas by 9:00 p.m. 
and lights out at 10. 


Role Analysis and Dynamic Processes 


All the people in the community, 
staff and patients alike, are addressed 
by their first names. The use of first 
names has developed gradually over 
the years and is employed to reduce 
feelings of isolation and separation 
so commonly felt by patients. In addi- 
tion, the use of first names has a posi- 
tive effect on transference feelings 
and tends to rapidly reduce the dis- 
tance between staff and patients. 

Both staff and patients play a thera- 
peutic role in the community. Inter- 
pretations are made by the patients as 
well as the staff. Staff behavior and re- 
actions are open to patient inquiry. 
Patients are encouraged to talk. When 
someone remains mute or says very 
little for long periods he is referred to 
as being “out of treatment” and he is 
encouraged to “come into treatment” 
by discussing his problems or in some 
way more actively entering the group 
dynamics. Encouragement is offered 
by both patients and staff. 

A major part of the treatment pro- 
gram is the shop work. This is an in- 
tegral part of social rehabilitation and 
is a practical method of effecting an 
improvement in patients’ ability to 
regain and hold employment. The 
workshops are a counterpart of the 
psychotherapeutic meetings and to- 
gether constitute the essence of the 
treatment program. Everyone is re- 
quired to work in one of the shops and 
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his adjustment there is used as one of 
the indications of his progress in treat- 
ment. It is also a rough measurement 
of his adaptability on the open labor 
market. Knowledge of these facts is ex- 
tremely important in the rehabilita- 
tion program since an erratic employ- 
ment record is one of the criteria for 
admission to the unit. 

The program of the workshops is 
designed not only for the benefit of 
the individual but also for the group. 
Such work as furniture repair, paint- 
ing of hospital equipment and tailor- 
ing is done in the shops. It is done to 
improve endurance, speed, perform- 
ance and coordination under the di- 
rection of men trained in rehabilita- 
tion work. Group psychotherapy meet- 
ings are held by the shop instructors 
and minutes are kept. These are read 
at the community meeting each morn- 
ing and often serve as a stimulus to 
further discussion work problems. The 
shops provide surroundings as much 
like those of industry as possible. 


Problems of Social Therapists 


The social therapists, more than any 
of the other staff members, are in the 
unique position of having a division 
of feeling and of identification. In the 
group meetings and the community ac- 
tivities they identify sometimes with 
the staff and at other times with the 
patients. Since this mixed identifica- 
tion occurs, many tensions arise within 
each therapist. When working with 
patients they are constantly bombard- 
ed by a multiplicity of forces. They 
have to recognize and cope with the 
aggressive patient, the hostile patient, 
the depressed patient, the immature 
patient. They may develop their own 
strongly positive or negative feelings 
toward the patients. Patients will fre- 
quently try to use them against the 
medical staff, either consciously or un- 
consciously, and it is in this instance 
that they must call upon all of their 
resources. Every opportunity is given 
to the therapists to work out their 
feelings in conferences with the staff. 
At weekly therapeutic seminars they 
discuss personal reactions to their 
work. They also have a daily tutorial 
with one of the senior staff members 
so that there is ample opportunity for 
them to raise problems. Frequent con- 
tact between the therapists and the 
senior staff has tended to reduce the 


number of premature decisions, fear. 
fulness and anxiety and to keep staff 
turnover low. 

The psychiatric social worker is fa. 
miliar not only with the family situa. 
tion through her case work but also 
with the patient’s personality prob. 
lems through her work in the com 
munity meetings. She may discuss a 
patient’s home problems in the com. 
munity meeting or bring the family to 
the unit to meet the staff. She does reg. 
ular case work as well. Just as the so- 
cial therapist forms the bridge between 
the staff and the patients, so the psy- 
chiatric social worker forms the bridge 
between the patient and his home en- 
vironment. The shop instructors form 
the third link in the chain between 
patient and work environment. The 
nurses and the physicians may be iden- 
tified with any role or any link. The 
combined effort of all of the staff, in- 
dividually and collectively, each in his 
own role, helps the patient overcome 
the gaps which have crippled him in 
his social adaptation and emotional 
development. 


The role of the charge nurse is in- 
teresting because it differs consider- 
ably from that which she traditionally 
holds. In other organizations the 
charge nurse forms the link between 
the patient and the other nurses on the 
one hand and the patients and the 
medical staff on the other. In_ the 
S.R.U., however, her role is quite dif- 
ferent, since the assistant nurses (so- 
cial therapists) and the patients are in 
direct and frequent contact with the 
physicians. Instead of passing on infor- 
mation about patients to the physi- 
cians in the traditional way she encour- 
ages direct communication between 
the patients and the medical staff. 

The physician is constantly avail- 
able; he spends time on the wards al- 
though he does not make formal ward 
rounds. About two-thirds of his time 
is spent in group meetings and one- 
third in individual meetings including 
psychotherapy and physical and men- 
tal examination of new admissions. 
His training and experience place him 
in an authoritative position, although 
great care is taken to use this power in 
a way which can be justified thera- 
peutically on the basis of the dynamic 
understanding of the patient and the 
group. The physician’s authority in 
the main is delegated to the commu- 
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nity but at times of stress it is used to 
preserve the integrity of the unit and 
to protect it from harm either from 
without or within. Patients often at- 
tempt to force the doctor into an au- 
thoritarian role during treatment in 
order to act out against him or to use 
him as a target for hostility. Recogni- 
tion of this type of defense and the 
proper handling of it is a frequent task 
of the staff, since it is such a common 
symptom in the type of patient treated. 
Generally, the symptom is directly in- 
terpreted to the patient in the com- 
munity meeting or in one of the group 
therapy meetings. It has the effect of 
stimulating the thinking, not only of 
the specific patient, but also of all of 
the other patients present. In addition, 
the other patients often support such 
an interpretation and fortify it, which 
they can do with relative freedom 
from anxiety since it does not directly 
involve them. 


The Therapeutic Process 


The therapeutic life of the com- 
munity often goes on this way: The 
dynamics of one patient are carefully 
discussed at length, perhaps for several 
consecutive days. This concentrated ef- 
fort on one person by the entire group 
seems to produce effects that one to 
one relationships either have difficulty 
producing or which take considerable 
time to produce. The concerted effort 
of the entire community on the mecha- 
nisms of defense of the patient under 
discussion has a very telling effect on 
that person as well as on the other 
members of the community. One fre- 
quently hears the remark, “While we 
were talking about Jocko the other day 
it occurred to me that some of these 
things have happened to me too, and I 
have felt about things just as he has.” 
It is startling to hear the unconscious 
insights, the awareness of mechanisms, 
and the accuracy of interpretations 
that come from the patients. The 
group experience seems to impart an 
awareness, a sense of freedom with 
one’s unconscious that only occurs 
with much more prolonged, concen- 
trated effort in one-to-one treatment. 

Patients make interpretations, sug- 
gestions and corrections to the ideas 
and opinions of other patients and 
staff. Each patient not only obtains 
personal gain but also has an oppor- 
tunity to help someone else. This is an 


extremely important aspect of com- 
munity type treatment. Providing the 
patient with the opportunity to make 
a constructive gesture or a helpful sug- 
gestion tends to lessen his fear of criti- 
cism and feelings of inferiority and, 
most important, helps to promote a 
sense of responsibility. A positive feel- 
ing of belonging and of togetherness 
is the matrix upon which the com- 
munity builds its continuity. This ma- 
trix is one of the major principles of 
treatment by community methods. Pa- 
tients refer to “our unit” and take 
pride in it. They feel as though they 
belong and in fact they do belong. 
Very often they bring with them to the 
hospital all their material possessions— 
they move in completely, materially 
and psychologically. This kind of 
identification, usually, produces effec- 
tive therapeutic results compared with 
the patient who has difficulty entering 
wholeheartedly into the situation. 
The Family Group is a weekly meet- 
ing of family members and patients 
with the staff. It is entirely voluntary 
for patients and families. About one- 
third of the community attends and 
about six family couples—patient and 
wife, patient and husband, patient and 
parents, etc. Matters relating to the 
family situation are discussed and not 
infrequently those pertaining to the 
cause of illness of the patient in rela- 
tion to the family come up. On oc- 
casion patients may accuse the parents 
of another patient of causing his ill- 
ness, and the family is called upon to 
explain its position. Discussions of this 
kind are very illuminating to all in- 
volved. Just as at times patients will 
attack some parents, so too at other 
times they will identify with the par- 
ents and attack the patient. The staff 


attempts to aid the community mem- 
bers to gain an objective evaluation of 
the total family situation. The family 
group brings realism to theoretical 
concepts discussed in the community 
meetings and provides excellent stim- 
uli for further group discussions. 


Post Treatment Meetings 


An Ex-Patient’s Club meets once 
weekly for two hours in the evening. 
This meeting is supervised by one of 
the medical staff with the assistance 
of the social therapists, who with vari- 
ous staff members rotate turns in run- 
ning the meeting. The meetings are 
held in central London rather than at 
the hospital and are usually attended 
by fifty to seventy-five former patients. 
The structure of the meetings has gone 
through several changes from rigid 
formality in the beginning to complete 
informality at the present time. For- 
mal meetings with committees for ar- 
rangements, social activities and so 
forth, were discontinued because they 
led to rivalry and pairing off which 
was thought to be unhealthy. At the 
present time the patients may do en- 
tirely as they wish. Dancing, card play- 
ing, small discussion groups and light 
refreshments are the usual program 
for the evening. Those who attend 
seem to be the patients having the 
most anxiety. Those who are doing 
well usually don’t come; those who 
didn’t do well in treatment don’t 
come; but those who are making some 
sort of a marginal adjustment turn up 
week after week. It is uniformly re- 
ported that they look forward to the 
weekly meeting, some saying to meet 
friends, others saying because it gives 
them the courage and feeling of 
strength to face another week. 


N.Y. Doctors Study British “Open Hospitals” 


Six New York State psychiatrists 
conducted a four-week study of com- 
munity care and open hospitals in 
Great Britain last month. The study 
was financed by a grant from the Mil- 
bank Memorial Fund, and included 
visits to various mental. hospitals in 
Great Britain and consultation with 
British hospital officials. The group 
sought to learn how the hospitals had 
implemented their open door policies, 
integrated community services, and 
achieved public acceptance. 


Those policies which can be adapted 
to the New York State hospital sys- 
tem will be recommended to the De- 
partment of Mental Hygiene. 

Members of the study group were 
Dr. Robert C. Hunt, Assistant Com- 
missioner of Mental Hygiene; and the 
following state hospital directors: Dr. 
Nathan Beckenstein, Brooklyn; Dr. 
Hyman Pleasure, Middletown; Dr. 
Francis J. O'Neill, Central Islip; Dr. 
Herman Snow, St. Lawrence; and Dr. 
Christopher F. Torrence, Rochester. 
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M. H. S. News & Notes 


Canadian Institute Planned 


The A.P.A. and the Canadian Psy- 
chiatric Association will jointly spon- 
sor a Canadian Mental Hospital In- 
stitute to be held at the King Edward 
Hotel, Toronto, January 20th through 
24th, 1958, for Canadian psychiatrists 
engaged in clinical administration. 

A Planning Committee is now be- 
ing formed, under the chairmanship 
of Dr. Mary Jackson, with cooperation 
through the Provincial Directors of 
the C.P.A. Structurally the meeting 
will follow the pattern of the annual 
U.S. Institutes, with emphasis on free 
discussion in plenary and group ses- 
sions. 

Registration will be limited and a 
fee charged. The administrative staff 
work will be carried out by the A.P.A. 
Mental Hospital Service. Further de- 
tails will be announced later. 

Dr. Jackson would welcome pro- 
gram suggestions. Her address is 
Toronto Psychiatric Hospital, 2 Sur- 
rey Place, Toronto, Ontario, Canada. 


Loan Library Additions 


Please enclose 10¢ for each one-pound 
volume and 14¢ for each two-pound 
volume to cover postage and handling. 


WARD MANUALS 
AND TRAINING OUTLINES 
Member-Employee Program—A new 
Approach to the Rehabilitation of the 
Chronic Mental Patient (A Collection 
of Papers by the Staff of the Brockton, 
Mass. VA Hospital) 2 Ibs. 


O.T., R.T., ADJUNCTIVE THERAPIES 


Volunteer Manual (O.T. Dept., St. 
Louis, Mo., State Hospital) 1 Ib. 


MISCELLANEOUS 
Closed-circuit television writing and 
production (Nebraska Psychiatric In- 
stitute) 1 Tb. 


People & Places 


Dr. Harold L. McPheeters has been 
appointed Commissioner of Mental 
Health in Kentucky. He replaces Dr. 
Frank M. Gaines, Jr., who resigned to 
enter private practice. . . . Since De- 
cember I, 1956, Dr. Frank V. Smith, 
Jr. is assistant state director of institu- 
tions in Kansas, the post left vacant 
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by Mr. A. C. Yopp who moved to Lit- 
tle Rock, Ark. to become director of 
administration for the Arkansas state 
hospitals. . . . Dr. Granville L. Jones 
was named superintendent of the 
Arkansas State Hospital in December. 
Previously he headed the Eastern 
State Hospital in Williamsburg, Va. 
. .. He was replaced by Dr. Joseph E. 
Barrett, former Virginia Commis- 
sioner of Mental Hygiene and Hospi- 
tals who in turn, was succeeded by 
Dr. Hiram W. Davis, formerly Super- 
intendent of the Huntington (W. Va.) 
State Hospital. Dr. Wilfred 
Bloomberg resigned his position as 
manager of the Boston VA Hospital, 
to take up residency in Atlanta, Ga., 
where he has joined the Southern Re- 
gional Educational Board as associate 
director for Mental Health. . . . Annie 
Laurie Crawford, R.N., until recently 
psychiatric nursing consultant for the 
Minnesota Department of Public Wel- 
fare, is now in Florida with the State 
Health Department as_ psychiatric 
nursing consultant to the Bureau of 
Mental Health. Osawatomie 
(Kansas) State Hospital has a new di- 
rector of research and education; he 
is Dr. Bruno Minz, who, in addition 
to his duties at Osawatomie, will be a 
visiting research professor in the de- 
partment of physiology at Kansas Uni- 
versity Medical School. . . . Dr. Hyman 
Goldstein, of the Biometrics Branch 
of the National Institute of Mental 
Health, has transferred to the Na- 
tional Institute of Neurological Dis- 
eases and Blindness, where he will 
head up the newly-created Biometrics 
Branch. ... Dr. F. E. McNair, former 
clinical director of Essondale, B.C., 
Mental Hospital, is now the director 
of the new Mental Health Center in 
Burnaby, B.C. . . . Dr. Leonard P. 
Ristine has been appointed Comis- 
sioner of the Ohio Division of Mental 
Health. . . . Dr. Clifton T. Perkins, 
Commissioner of Mental Hygiene for 
Maryland, has a new assistant; he is 
Dr. Rudolph J. Depner, who started 
his job as assistant commissioner on 
January 30... . Dr. Thomas L. Nel- 
son is the new superintendent of 
Sonoma, Calif., State Hospital. .. . 
Syracuse (N.Y.) Psychopathic Hospi- 
tal has a new director in the person 
of Dr. Mare H. Hollender, professor 
and chairman of the department of 
psychiatry of the State University Col- 
lege of Medicine at Syracuse. . . . Dr. 


Leon J. Epstein, previously on th 
staff of St. Elizabeths Hospital, Wash. 
ington, D. C., has been appointed r. 
search chief of the California Depan. 
ment of Mental Hygience. . . . Dr 
S. T. Ginsberg, Chief of the Psychia 
try Division in VA’s Psychiatry 
Neurology Service, becomes Commis 
sioner of Mental Health for Indian 
on May lI. 


Letter to the Editor 


Dear Sir: 


I am indebted to Monsignor Mc 
Donough’s letter published in the 


January issue of MENTAL HOSPL§ 


TALS for drawing attention to a 
inconsistency in my article CLINICAL 
PASTORAL TRAINING (November 
issue MENTAL HOSPITALS) . When 
discussing the appointment of 4 
Chaplain-Supervisor unfortunately in 
one sentence I confused the “Chap 
lain” with the “Chaplain-Supervisor.” 
I agree with Monsignor McDonough 
that we must not go back to relying 
on part-time community clergy service 
(no matter how devoted that ha 
been) for our hospitalized patients 
I agree with him equally that we mus 
not, and should not, wait until a 
Chaplain-Supervisor becomes avail 
able before a chaplain is appointed to 
the staff of a hospital. But I do urge, 
and did urge in my article, that no 
appointments of chaplains be made 
until the clergyman being considered 
has disciplined himself through spe 
cialized training, and is able to meet 
the national standards for such train 
ing. 

In drawing attention to the confu- 
sion in language, I wish to emphasiz 
the intent of the article: to urge the 
provision of an adequately trained 
religious ministry for all our patients 
No administrator is required to pro 
vide merely a religious ministry for 
his patients: we have known all too 
well the additional load of guilt often 
placed upon our patients through the 
well-intentioned but non-understand- 
ing ministry of many an anxious 
clergyman. But an administrator does 
have an obligation to make available 
to his patients the specialized services 
of a clergyman trained in understand- 
ing the dynamic relationships between 
psychiatry and religion, and the im 
volvements of faith and morals which 
so frequently are part of the illness 
situation. 

ERNEST E. BRUDER, Coordinator 
Chaplain Services Branch 

St. Elizabeths Hospital 
Washington, D. C. 
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LIFE \ND ITS PROBLEMS in a 
mental hospital continue to be sub- 
jects of interest in popular magazines. 
The Saturday Evening Post recently 
ran a series of articles by John Bart- 
low Martin which stressed again the 
many deficiencies in state mental hos- 
pitals. These stories will need repeat- 
ing many times before adequate sup- 
port is finally obtained. I wonder how 


} many readers of these articles recog- 


nize how much is being accomplished 
by a comparatively small number of 
people — in spite of the handicaps 
under which they have to work. 

The above brings us to the con- 
stantly recurring problems of press 


S relations about which it seems diffi- 


cult to develop and maintain a clear 
policy. W. I. Christopher, Director of 
the Hospital Personnel Services of the 
Catholic Hospital Association has a 
worthwhile article on this subject in 
the August 1956 issue of HOSPITAL 
PROGRESS. While it is written pri- 
marily for the general hospital, it con- 
tains many suggestions useful to men- 
tal hospital administrators. Twenty- 
four items are listed “to assure a 
better hospital-press relationship.” 
The two key items seem to be, (1) 
‘Determine top management policy 
with regard to the press, based upon 
a philosophy of mutual service and 
mutual need,” and (2) “Determine 
what is to be considered confidential 
or restricted news—and why. For ex- 
ample, certain situations could be 
detrimental to individuals or not in 
the best public interest; these ought 
not to be used as news. Some exam- 
ples are: a) birth of illegitimate chil- 
dren; b) police cases involving minors; 
¢) news of attempted suicide; d) news 
of suicide, unless a matter of public 
record; e) victims of rape; f) sanity 
hearings or commitments; g) non- 
accidental poisoning; h) names of 
poisonous substances; i) certain cases 
involving personal privacy.” All of 
which reaffirms that “decision is diffi- 
cult”. 


Dr. D. Ewen Cameron discusses the 
psychiatric unit in a general hospital 
in the September, 1956, issue of THE 
MODERN HOSPITAL. Many of the 


ideas presented deserve attention in 


COMMENTARY 


By RUPERT A. CHITTICK, M.D., Vermont 


mental hospitals as well. Many of us 
are still struggling to overcome the 
old “protective” attitude which kept 
the doors locked, the windows barred 
and no knives or forks at the table. 
After reading some of the articles, 
such as Dr. Cameron’s and another 
by John Nicklas in the December 
issue of the same journal, I wonder 
if the next logical step, as far as 
the general hospital is concerned, 
shouldn’t be the abandonment of the 
“psychiatric section” and the admis- 
sion of selected psychiatric patients in 
the same manner as other patients, to 
the general medical areas.* Nicklas’ 
article contains a copy of standard 
rules and procedures which have been 
found valuable in the unit about 
which he writes (Roosevelt Hospital, 
New York City.) 

While on the subject of psychiatry 
and the general hospital, attention 
should be brought to a report by the 
members of the A.P.A. Architectural 
Study Project, the first part of which 
appeared in the December issue of 
THE MODERN HOSPITAL. This is 
a study of the psychiatric admissions 
to general hospitals and should prove 
valuable to those involved in the 
planning and organization of such 
psychiatric divisions. The second part, 
in the February issue, deals with ad- 
missions to state hospitals. 


To further confuse the question— 
is there a real increase in the inci- 
dence of mental illness?—Louis Block, 
D.P.H., reports in HOSPITAL 
TOPICS, September, 1956, on admis- 
sion statistics for general, mental and 
tuberculosis hospitals. His studies 
show that the admission rates per 
1,000 popuiation for the general hos- 
pital were 53.4 in 1934 and 123.0 in 
1953—an increase of 187%. Compar- 
able rates for the mental hospital 
were 1.4 in 1934 and 2.1 in 1953, or 
an increase of 90%. 


It is difficult to get very deep into 
the problem of nursing services and 
nursing education these days and 
maintain calm objectivity. Thomas 


*Ed. Note: One rural New York hos- 
pital is conducting a pilot study on 
this practice. 


Hale, Jr., discusses the problem as 
“Too Much Education for Too Few 
Nurses?” in the June 1956 THE 
MODERN HOSPITAL. A month 
later Janet M. Geister answers with, 
“Quality Has to Be Nurse Educator's 
Goal.” Perhaps this controversy has 
gone beyond the point of compromise 
or agreement. In the meantime we 
still have sick people to care for and 
the practical nurse is rapidly mov- 
ing in. Florence S. Hyde (THE 
MODERN HOSPITAL, July 1956) 
discusses this in an article entitled 
“Practical Nursing School Pays Its 
Way”. With the increasing attention 
to good training programs for at- 
tendants or psychiatric aides, it should 
be but a short step to incorporating 
the additional courses needed for 
practical nurses. The mental hospitals 
may be in a strategic position to take 
a leading role in the nursing educa- 
tion of the future. 


The New Haven Visiting Nurse 
Association has had a mental health 
consultant and a consultant psychia- 
trist for a number of years and has 
evolved a “Psychiatric Service Policy 
for Visiting Nurses” as reported by 
Miss Dorothy I. Roberts in NURS- 
ING OUTLOOK (September 1956) . 
The purpose was to describe in some 
manner what the visiting nurse could 
do and what she should not do, and 
to help her work more effectively 
with the psychiatric problems of her 
patients at a supportive level. A copy 
of the “Policy on Nursing Service to 
Persons with Psychiatric or Border- 
line Psychiatric Symptomatology” may 
be obtained by writing to the New 
Haven Visiting Nurse Association, 35 
Elm Street, New Haven 10, Conn. 


The illnesses of old age constitute 
ever increasing problems. GERIAT- 
RICS (April 1956) is devoted to a 
symposium on “Problems of the Mind 
in Later Life” by a group of distin- 
guished authors on medical and psy- 
chiatric subjects. In spite of the many 
writings on the subject, no completely 
satisfying statement can yet be made 
as to when an elderly patient should 
or should not be sent to a mental 
hospital. 
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D E PA RT MENTS Including THE 


State Hospital Patients 
Aid Hungarian Refugees 


With the aid of the St. Louis (Mis- 
souri) State Hospital, the St. Louis 
Chapter of American Red Cross pro- 
duced 6,200 kit bags for Hungarian 
refugees. The denim drawstring bags 
were completed within a month and 
sent to the Midwestern Area Office of 
Red Cross. There they were filled with 
“comfort” items such as soap, wash- 
cloths, toothpaste and writing paper, 
and relayed to the resettlement camps 
set up for Hungarians seeking refuge 
in this country. 

When the area office contacted the 
Chapter in early December to make 
5,000 bags, there was some doubt 
that the quota could be met in time, 
because of the approaching holiday 
season. To expedite production, the 
Chapter decided to enlist the aid of 
the St. Louis State Hospital, where 
for the past seven years it has con- 
ducted Gray Lady and Enxertainment 
Service programs. The hospital’s sew- 
ing room is equipped to cut and sew 
items by factory methods. 

Dr. Louis H. Kohler, the superin- 
tendent, was enthusiastic about help- 
ing with the project and obtained the 
Governor’s permission to go ahead. 
With the plan approved, the Director 
of the Chapter’s Office of Volunteers 
completed arrangements with the hos- 
pital’s business manager and sewing 
room supervisors. 

All material for the bags was cut on 
the hospital’s power machines for dis- 
tribution to volunteers in the com- 
munity who would sew them. In addi- 
tion, 71 hospital patients volunteered 
to sew the bags. They gave 4,000 hours 
to the project, in comparision to 3,089 
hours given by the 211 community 
volunteers. 

The initial quota of 5,000 kit bags 
was completed and shipped within 
two weeks after the project was con- 
ceived. An additional 1,200 bags were 
shipped in the following two weeks. 

It is improbable that the project 
could have been accomplished so 
promptly without the hospital’s as- 
sistance, 

MRS. ARTHUR H. WALLACE 
Chairman, Volunteers 
St. Louis Chapter, A.R.C. 


Alberta Parents’ Group 
Builds Vacation Cottage 


Pupils of the Provincial Training 
School at Red Deer, Alberta, now have 
an opportunity to spend a week’s vaca- 
tion at the lake. A summer cottage 
was constructed at Gull Lake by the 
Parent-School Association affiliated 
with the institution. It was named the 
Randall R. MacLean Cottage in honor 
of the Provincial Director of Mental 
Health. 

The cottage was opened this past 
summer, and some fifty children from 
the school were treated to a week’s 
holiday. Although the parents’ group 
owns the building, the school is res- 
ponsible for the cottage program. 

The cottage program is intended to 
give pupils with a mental age from 
five to ten years a chance to be away 
from the institutional setting and 
more “on their own”. 


Booklet for the 
General Practitioner 


“State of Mind” is the title of a new 
periodical published by CIBA, Phar- 
maceutical Products Inc. “Published 
as a service to general practitioners 
who are interested in the emotional 
and psychiatric aspects of medicine”, 
the 16 page booklet has as its theme 
for the first issue The Family Doctor 
and Mental Illness. The contents in- 
clude articles by Dr. Francis J. Brace- 
land and Dr. Ewald W. Busse. There 
is a foreword by Dr. John S. DeTar, 
the President of the American Acad- 
emy of General Practice. 


Group Psychotherapy 


Benefits Paranoid Patients 

During the past two years a psycho- 
therapy group composed initially of 
nine male patients with paranoid 
symptoms, most of whom were diag- 
nosed as paranoid, schizophrenic, has 
been conducted on a ward at the Me- 
tropolitan State Hospital, Norwalk, 
California. Several of the patients had 
been hospitalized for periods of three 
to five years prior to their entry into 
the group. After two years, only one 
of the earlier members in the group 
still remained in the hospital. 

At first the patients had difficulty in 


PATIENT DAY BY DAY 


communicating ideas to each other. 
It appeared that speech at first was 
used as a defense mechanism, but a 
their anxiety decreased they were able 
to communicate ideas and thoughts to 
others. 


Their improved ability to commu. | 


nicate in the group therapy sessions 
was reflected in other relationships 
and they began to express objective 
understanding of other people. For 
example, one patient felt at first that 
all hostile and critical reactions of 
other patients in the hospital were di- 
rected toward him, but later he ex. 
pressed the view that actually what 
the other patients did in the hospital 
were symptoms of their disorders and 
really not attempts to influence or 
hurt him. 

The group was formed on the a- 
sumption that the paranoid patient 
actually has an intense desire for rela- 
tionships which will give him com- 
plete narcissistic acceptance. A further 
assumption was that the paranoid de. 
fense will appear when the patient 
does not receive this acceptance. The 
opportunity to be with other patients 
who experienced and expressed simi- 
lar feelings appeared to supply some 
of the necessary acceptance, and the 
establishment of a relationship with 
several people apparently helped the 
patients to protect themselves from 
narcissistic damage when rejected by 
one person. 

TRENT E. BESSENT, Ph.D. 
Chief Psychologist 


Mental Hygiene Society 


Prints Admission Guide 

A booklet entitled “The State Insti- 
tutions—How to Use Them Wisely” 
has been published by the New York 
State Society for Mental Health. The 
booklet lists the State’s 20 hospitals 
for the mentally ill, the two hospitals 
for criminally insane, six schools for 
mental defectives (plus two private 
schools that receive public aid), the 
colony for epileptics, and the various 
institutions for delinquents. The geo 
graphic or other special criteria for 
admission are given for each institu- 
tion, as well as general procedures 
for admission to each type and a brief 
discussion of each medical condition 


_and its treatment. 


S 

P 

Whe 
beths | 
was dec 


gram 
sentati¢ 
patient 
was att 
patient 
ministe 
The 
countec 
the Su} 
that it 
patients 
to the | 
by Mrs. 
her a | 
cepted 
in the f 
“By | 
the Hol 
Elizabe: 
awaited 
this be 
assemb] 
all faitk 
“As 
grateful 
has bee 
own wc 
tion to 
of the 
of dedic 
“In a 
would s 
ble gift 
is the g 
us by 
chaplai 
“And 
which 
than w 
hearted 
which € 
are som 
and gu 
commu: 
here in 
locked | 
have b 
Isaiah, 
to proc 
tives, al 
them tk 
The 
table 
patient 
hand-rt 
that gre 


other, 
t was 
ut as 
2 able 


hts to 


mmu- 
ssions 
iships 
ective 
For 
t that 
ns of 
re di- 
1€ €X- 
what 
spital 
and 
ce or 


he as- 
atient 
r rela- 

com- 


urther 
id de- 
atient 
. The 
tients 
simi- 
some 
d the 
with 
the 
from 
ed by 


Ph.D. 


ly 

e 

Insti- 
Visely” 
. 
spitals 
spitals 
for 
private 
), the 
arious 
geo 
ia for 
nstitu- 


edures 
brief 
dition 


St. Elizabeths Chapel 


Presented To Patients 

When the new chapel at St. Eliza- 
beths Hospital, Washington, D. C., 
was dedicated last December, the pro- 
gram was highlighted with the pre- 
sentation of the chapel to the hospital 

atients. The Sunday morning service 
was attended by a capacity crowd of 
patients and their relatives, and by 
ministers from local churches. 

The history of the chapel was re- 
counted by Dr. Winfred Overholser, 
the Superintendent, who emphasized 
that it was built primarily for the 
patients. He then presented the chapel 
to the patients, who were represented 
by Mrs. Loraine W. Klipp, by handing 
her a lighted taper. Mrs. Klipp ac- 
cepted on behalf of her fellow patients 
in the following words: 

“By the lighting of the candles on 
the Holy Table, we, the patients of St. 
Elizabeths, have accepted the long 
awaited and greatly needed gift of 
this beautiful chapel as a place of 
assembly and worship for patients of 
all faiths within the hospital. 

“As an individual, I am deeply 
grateful for the opportunity which 
has been given me to express, in my 
own words, our thanks and apprecia- 
tion to Dr. Overholser and the staff 
of the hospital for making this day 
of dedication possible. 

“In addition to the chapel itself, it 
would seem to me that the most valua- 
ble gift which we acknowledge today 
is the guidance and inspiration given 
us by our unusually fine staff of 
chaplains. 

“And we have yet another gift, 
which we can perhaps sense better 
than we can see—the gift of warm- 
hearted fellowship and brotherhood 
which exists within these walls. There 
are some locked doors in this hospital, 
and guarded gates, but the sense of 
communion which we find together, 
here in this chapel, can open many 
locked hearts and many locked minds. 

“I truly feel that our Chaplains 
have been sent, as in the words of 
Isaiah, ‘to heal the brokenhearted, 
to proclaim deliverance to the cap- 
tives, and the opening of the prison to 
them that are bound.’ .. .” 

The chapel contains a communion 
table and an altar cross made by 
patients in the pre-industrial shop of 
hand-rubbed black walnut from trees 
that grew on the hospital grounds. 


Professional Films Used 

For Bi-weekly Seminars 
The Galesburg (IIll.) State Research 
Hospital has found the movie seminar 
an easy and effective method of in- 
service training for staff. Doctors, 
psychologists, social workers and nurs- 
ing personnel attend the bi-weekly 
screenings, and discuss the film shown. 


Most of the films are obtained free 
of charge through the Illinois State 
Public Health Library, the A.P.A. 
Mental Hospital Service, and from 
various drug firms. The continually 
high attendance at these seminars at- 
tests to their effectiveness. 


THOMAS T. TOURLENTES, M.D. 
Assistant Superintendent 


Nursing Home Program for Seniles 


By SAM A. HOERSTER, JR., M.D. 


Superintendent, Austin 


THE AUSTIN STATE HOSPI- 
TAL recently celebrated a milestone 
in its treatment of the senile and 
elderly patients. The five hundredth 
patient was released on furlough to 
a private nursing home where a 
more homelike environment could 
be provided in the waning years of 
life. 

The Austin State Hospital Nursing 
Home Program, headed by Mrs. 
Velma Stigler since its inception, 
illustrates clearly the team-like ap- 
proach to one of the growing and 
major problems facing mental hos- 
pitals. Mrs. Stigler, the Psychiatric 
Social Worker, works in very close 
harmony with the admission team 
and the intensive treatment wards 
in arranging such placements before 
the patient gets assigned to a chronic 
ward. 

The program started with the 
chronics and has progressed to the 
extent that most of the present place- 
ments are actuaily discussed and 
evolved at the admission staffs. The 
program illustrates with remarkable 
clarity the unit approach by several 
agencies. By necessity, the State De- 
partment of Public Welfare, the State 
Health Department, the Austin-Travis 
County Health Department and the 
Health Departments of the other 
counties work hand in hand to assure 
that standards of housing, personnel, 
medications, and financial problems 
are met in a manner most beneficial 
to the patients concerned. 

The Austin State Hospital has in- 
augurated an additional service to the 
patients in Nursing Homes by hav- 
ing a team of examiners visit a nurs- 
ing home each week. The examining 


State Hospital, Texas 


team is composed of a physician, a 
registered nurse, a psychiatric social 
worker and a stenographer, and can 
complete the schedule of visits ap- 
proximately each six months. Every 
patient is given a thorough physical 
examination, the records are checked 
and any prescribed medications are 
re-evaluated. Any patient requiring 
physiological study is seen the follow- 
ing morning by a hospital medical 
technologist. Any patient requiring 
additional studies is returned to the 
Austin State Hospital for one or more 
of the regularly scheduled clinics. 
Whenever the patient’s condition dic- 
tates, he is returned on an inpatient 
basis and given a complete re-evalua- 
tion, including a review by the entire 
medical staff. 
Agencies Praise Program 

Any patient who is on furlough 
to a nursing home is accepted as an 
inpatient on an emergency basis any 
time that the nursing home operator 
indicates a need, or when the hospital 
sees a need. Ambulance service is fur- 
nished by the Austin State Hospital 
whenever indicated or not otherwise 
available. The program has won high 
acclaim by all the agencies which 
come in contact with it. 

Such a program benefits all of the 
treatment facilities of the Austin State 
Hospital in that it frees the medical 
personnel for work with the acutely 
ill; it provides bed space in numbers 
representing several wards and it saves 
considerable money in reference to 
the hospital budget. The only change 
to the program seen in the future is 
an increase in its use for it is con- 
sidered as entirely successful. 
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KENTUCKY STATE HOSPITALS ADOPT 
CASH MAINTENANCE SYSTEM 


IT HAS BEEN APPARENT to the 
staff of the Kentucky Department of 
Mental Health, since its inception in 
1952, that maintenance granted em- 
ployees should be assessed at its value 
and considered a part of total compen- 
sation. This would then clear the way 
for a fair salary plan to provide equal 
pay for employees not granted main- 
tenance privileges—those living out- 
side the hospital grounds. For the 
last several years, the estimated cost 
of placing maintenance on a pay basis 
has been prohibitive. In order to 
effect such a change-over, it was essen- 
tial that the salaries of employees not 
receiving maintenance be raised to 
equal the total compensation (salary 
plus maintenance) of those living on 
hospital grounds. In 1953, the De- 
partment estimated this cost at over 
half a million dollars. 


Tax Claims Threatened 


A further incentive to correct the 
inequities between employees’ salaries 
came about through a change of 
policy in the Federal Bureau of In- 
ternal Revenue in 1953. A previous 
Commissioner of Internal Revenue 
had held that maintenance values 
were not a part of “gross salary” for 
income taxation purposes; his suc- 
cessor in office decided such a main- 
tenance was a part of “gross salary.” 
In 1951, when the state adopted social 
security for its emplovees, fictional 
values had been placed on mainte- 
nance received by employees in the 
State mental hospitals — $40.00 for 
those living on the grounds and $30.00 
for those living off the grounds (repre- 
senting $10.00 for lodging and $30.00 
for meals). These values appeared on 
W-2 or Income Tax Withholding slips 
for all employees. 

During 1953, the Bureau of In- 
ternal Revenue was reported to be 
preparing claims against all our state 
mental hospital employees for back 
taxes on these fictional amounts that 


By MARY STUART, Personnel Officer 


Kentucky Department of Mental Health 


had been added to salary for the pur- 
pose of computing social security. 
Had these claims been made, un- 
questionably a mass exodus of em- 
ployees would have resulted. Fortu- 
nately, however, the old policy of 
exempting maintenance from income 
taxation was reinstated, and the im- 
mediate crisis was over. It was pos- 
sible, though, that it might be over 
only temporarily since the taxable 
nature of this maintenance was de- 
termined initially by the incumbent 
Commissioner of Internal Revenue. 
It was then felt imperative that some- 
thing be done to avoid a recurrence 
of this situation. The main problem 
was obtaining additional funds with 
which to equalize the salaries of those 
persons living outside the hospital— 
and since salary ranges depend on 
classification of positions in State Serv- 
ice, it was necessary that all hospital 
positions be studied classification-wise 
to determine the correct salary level. 


Jobs Classified 


Coincidentally, the State Division 
of Personnel embarked on a compre- 
hensive study of State job classifica- 
tions in October, 1954. The results 
of this study raised the salary ranges 
for most jobs in the Department of 
Mental Health to a level which would 
absorb the addition of maintenance 
costs to cash salaries then being paid. 
The results presented an opportunity 
to put hospital maintenance on a 
pay basis with a minimum of hard- 
ship to employees. To determine the 
actual value of maintenance granted, 
the Department of Mental Health 
was aided by the Department of 
Finance in making an assessment of 
all housing used by hospital em- 
ployees as quarters. A team from the 
Department secured the services of 
local real estate agents from cities 
nearest the State Hospitals and in- 
spected each employee housing unit 
at every hospital and placed a rental 


value on the unit. 


Factors used in 
making all evaluations were taken 


from the State Assessor’s Manual- 
they were equivalent to “market 
value” in that particular geographic 
area. These costs were then compared 
with the other three hospitals for 
similar units and adjustments were 
made to equalize charges for similar 
units throughout the Department. A 
flat 259% was then deducted from the 
“market value” rental of each unit 
to take into account factors which the 
real estate agent could not assess: (1) 
Location at an institution; (2) Lack 
of freedom of choice as to the unit 
rented; and (3) “On-call” or extra- 
duty required by the employer be- 
cause the employee was available on 
short notice and in emergency situa. 
tions. 

After a study of employee feeding 
costs, meals likewise were evaluated. 
It was decided that one free meal 
should be granted every employee on 
his regular working day, so the cost 
of all meals was established at the 
same rate, or 25¢ each, to avoid con- 
troversy over which meal each day 
would be free and to simplify the sale 
of meal tickets. Other meals taken at 
the hospital cafeteria are to be paid 
for by means of a purchased meal 
ticket costing $7.50 for 30 meals. 
Employees eligible for stores with 
drawals of raw food are to be charged 
cash at the cost to the hospital of 
purchased foods and at the market 
value of home grown foods. To en- 
courage neatness and cleanliness, no 
charge is to be made for the launder 
ing of employees’ uniforms or work 
clothes (including undergarments and 
socks) by the hospital laundry. 


Salaries Adjusted 


Because only a limited amount of 
new money was available to imple 
ment this system, it was necessary to 
delay the effective date until Septem- 
ber 1955. 
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Under the new system, employees 
living outside the hospital and draw- 
ing no maintenance were reclassified 
in accordance with the recommenda- 
tion of the State Division of Personnel 
study. Their salary rate was raised 
to the minimum of the range for the 
new classification, or adjusted to the 
next salary step if they had been 
drawing a salary above the minimum. 
Salary rates of employees living in 
hospital quarters were raised similar- 
ly, but from this gross salary, rental 
charges for housing are deducted. 


Where the raise in rate was not suf- 
ficient to cover housing costs, money 
has been added to the salary rate to 
cover housing deductions, so that no 
employee had to take a net cut in 
pay. However, this applies only to 
persons employed and living in hos- 
pital quarters as of August 31, 1955. 
An employee moving on the grounds 
after that date has housing charges 
deducted regardless of reduction in 
net pay. Likewise, to absorb the cost 
of purchased meals, a flat $17.00 was 
added to the current salary. This 


represents 50 cents a day for working 
days and 75 cents a day for non-work- 
ing days for employees permitted to 
eat three meals a day at the hospital 
cafeteria. Employees obtaining this 
privilege after September 1, 1955, 
would not receive additional funds to 
cover the cost of meals. 

Under this new system, all em- 
ployees will eventually receive com- 
pensation commensurate with their 
duties and seniority and equivalent 
to the salary received by others doing 
the same work. 


A PRECEDENT IS ESTABLISHED 


On December 17th, Dr. Granville 
L. Jones, former Superintendent of 
Eastern State Hospital, Williamsburg, 
Va., became Superintendent of the 
State Hospital at Little Rock, 
Arkansas, followed closely by Mr. A. 
C. Yopp, formerly of Kansas, as Direc- 
tor of Administration. 

On December 27th, at a reception 
given by the employees and volunteers 
of the hospital, a patient attended as 
a spokesman for all the patients, and 
read the following letter of greeting: 


To Dr. Granville L. Jones and 
Mr. A. C. Yopp 


GREETINGS .. . and our 
humble appreciation for your 
attitude and interest that we 
know will continue to be in and 
for our welfare throughout the 
New Year. This you have al- 
ready expressed in your article 
which we read in our TRI- 
ANGLE, and in which you said, 
“We know that you will join us 
in a very special wish this year; 
a wish that we may re-dedicate 
ourselves to the service of pro- 
viding the very best care possible 
for the many patients confined 
in the hospital so that they, too, 
may have a real Christmas and 
enjoy good health throughout 
the New Year.” 

We, the patients of the 
Arkansas State Hospital, feel we 
also have a part and an interest 
in this reception to welcome you 
upon this occasion. And _al- 
though such may represent a 
precedent, it is nevertheless be- 
cause of us that this occasion 
and others of any activity is_ 


carried forward in this Institu- 
tion. Were it not for us, your 
Patients of the Arkansas State 
Hospital, there would be no 
activity, staff, nor personnel. 

Therefore, we feel if a prece- 
dent shall have been established 

. it will have come at an 
opportune time and long over- 
due. Because we are the people 
who live here; we are the people 
who are affected by every deed 
and action carried out; we are 
the patients who are deeply in- 
terested, who need care, and who 
seek guidance and opportunity 
for constructive therapy prac- 
tices that we may grow whole 
again and live a better and hap- 
pier way of life. 

Much has been given us in 
such opportunities and kindness 
in the past . . . still there is much 
which we seek and need that 
can be given in the future. We 
don’t feel that success can be ob- 
tained, substantially, and in 
this day with the sameness of 
methods used in the yesterdays. 
Should this be so, then science, 
medicine, and progressive activ- 
ity, in a nation of growth and 
esteem, would be nil. And al- 
though we feel we have had 
much progress and care in the 
past which has been beneficial 
to us, there is still much which 
is needed . . . and which can 
be had with interest, training, 
understanding, and service 
which those who care for us can 
expend, will give, and obtain. 

We wish you to know that we 
did have a real Christmas. With 


the wonderful service given by 
our Medical Rehabilitation De- 
partment, Recreational Therapy, 
Occupational Therapy, and 
Musical Therapy Departments, 
together with our Hospital Aux- 
iliary, the Gray Ladies, and the 
Volunteer Workers, our Christ- 
mas Season has been a bountiful 
and enjoyable one. And in be- 
half of all of us (your patients), 
just as our Dr. Robert G. Carna- 
han spoke in behalf of all the 
personnel, may we extend to you 
every wish for a happy and suc- 
cessful New Year, and we, too, 
are looking forward to the many 
benefits and interests which we 
know you shall give toward our 
welfare in sincerity of purpose. 

Thus, do we the patients of 
the Arkansas State Hospital feel 
we have a part and share this 
occasion to extend to you our 
hearty welcome. Please know 
that for all your interest, for all 
your care given, for all the priv- 
ileges given, and for all the op- 
portunities made available for 
us, you will find many hearts co- 
operative, deserving, and grate- 
ful. 


“This is the first time in my experi- 
ence, and the first time that I have 
ever heard of,” writes Dr. Jones, “in 
which the patients found it possible 
and took advantage of the oppor- 
tunity to greet a new official. This 
letter, I think, is very well-written, 
expresses without apology what the 
patients feel, and in an unmistakable 
way, emphasizes again the reason for 
the existence of mental hospitals.” 
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Restraint...in a pleasant and friendly way! 


Fenestra® Psychiatric Package Windows com- 
bine advanced detention features with pleasant, 
friendly “regular window” appearance. 

There are no bars. Yet your patients are fully 
safeguarded. The inside guard screen keeps 
patients away from the window and window 
glass. The screen is installed flush with the casing 
to eliminate ledges that invite climbing or 
tampering. The window operating equipment is 
concealed, but ventilation is easily adjusted 
without touching the screen. 

Each Package Unit consists of a Fenestra 
Awning Window, operating hardware with re- 
movable adjuster handle, metal casing and 


Fenestra | 
INCORPORATED WINDOW UNIT 


YOUR SINGLE SOURCE OF SUPPLY FOR 
WINDOWS + DOORS + BUILDING PANELS 


choice of a Detention Guard Screen for maximum 
restraint, a Protective Guard Screen for milder 
patients, or an Insect Screen for nonrestraint areas. 

Fenestra Awning Windows are easily installed, 
blend with any style of architecture and may be 
used throughout your buildings with or without Guard 
Screens. This makes it possible to expand or move 
psychiatric wards, as needed, by simply adding 
Guard Screens or removing them. Mail the coupon 
today for complete information. 


M-3, 3453 Griffin St. 
Detroit 11, Michigan 


Please send me complete information on Fenestra Psychiatric Package 
Window Units. 
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Vental Hospitals 


The Saskatchewan Plan 


A proposed plan for coordinated psychiatric care in the Province 
of Saskatchewan providing small regional hospitals which would serve 
as the focus for the whole program of psychiatric care in the area. 


Preliminary perspective sketch of cottage groups. If the | | 


Saskatchewan Plan is authorized, further refinements of the o 


architectural design will be developed. 
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THE SASKATCHEWAN PLAN 


This plan for the construction of small regional mental hospitals has been recommended 
to the Saskatchewan government by Dr. F. S. Lawson, Director of Psychiatric Services for 
Saskatchewan. The proposal is presently under study by the Saskatchewan government. 
Dr. Lawson outlined the proposal at the Eighth Mental Hospital Institute in Denver last 
October in order to obtain critical comment. A summary of the discussion which ensued 


is presented on pages 30-31. 


The Plan: 


To build a number of small re- 
gional hospitals, each of which would 
serve a circumscribed area and serve 
as the focus for the total program of 
psychiatric care in the area. It is 
planned that these regional hospitals 


be placed close to general medical 


facilities wherever possible, for the 
benefit of both. 


The Rationale: 


permit the decentralization of facili- 
ties, personnel and patients into a 
number of communities in closer re- 
lationship with these communities. 
The hospitalization of patients close 
to their homes should make rehabilita- 
tion easier and decrease the likelihood 
of readmission. A small regional hos- 
pital would encourage the identifica- 
tion of psychiatric patients as medical 
patients rather than as “special prob- 


lems” calling for isolation and segrega- 


The small regional hospital would _ tion. 
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Tentative regions for the community mental hospitals are shown on 
this map of Saskatchewan. The two present mental hospitals are located 
at Weyburn and at North Battleford. It is proposed that each of the two 
major cities, Regina, the capital, with 85,000 population and Saskatoon, 
the university center, with 65,000 population, should have a hospital to 
serve its metropolitan area. 
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to patients from the surrounding area. 


Today’s increased emphasis on the 
therapeutic use of social environmen 
necessitates a smaller setting, to avoid 
depersonalization. Small hospitals can 
offer greater flexibility and access. 
bility of services in relation to popula. 
tion growth and movement. 

Authorities feel that the segregation 
of psychiatric patients in large hos. 
pitals isolated from their communities 
and from other medical facilities 
tends to reinforce unfavorable public 
attitudes, and make _ rehabilitation 
more difficult. There is also strong 
evidence that the large mental hos 
pital is uneconomical. 


The Background: 


The area involved is over 250,000 
square miles. The heavy population 
area is in the southern half of the 
province and consists of some 900,000 
people. The economy is predominant- 
ly agricultural and the population 
located in rural and small urban con- 
munities. 

Present psychiatric facilities con- 
sist of two isolated mental hospitals 
suitable for 1,000 patients each by 
A.P.A. Standards, but carrying at the 
present time about 1,800 patients 
each. There are in addition three 
psychiatric wards in general hospitals 
with a combined capacity of 100; 
three full-time and seven part-time 
mental health clinics. 

The Public Health Department has 
divided the populated area into 
Health Regions. The Saskatchewan 
Plan has attempted to follow these re- 
gional boundaries where possible, and 
to provide a psychiatric hospital serv- 
ing a population of between fifty and 
sixty thousand people, none of whom 
would reside more than seventy-five 
or eighty miles from the hospital. The 
two present mental hospitals would be 
used for the tuberculous mentally ill, 
transients and people from the north- 
ern areas of the province, in addition 
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PROPOSED HOSPITAL DESIGN FOR THE PLAN ~ 


Architects: IZUMI, ARNOTT, & SUGIYAMA, Regina, Sask. 


Service Core: 


The core of each hospital is de- 
signed to consist of a central group of 
buildings which will contain heating 
plant, maintenance facilities, laundry, 
stores, kitchen and staff dining room, 
business offices, outpatient depart- 
ment, occupational and recreational 
therapy department and canteen. This 
core will be integrated with a number 
of small patient buildings. The loca- 
tion of the core buildings will vary 
with the site. The arrangement will be 
on the lines of a village rather than 
an institution. 


Patient Buildings: 


The patient buildings are to con- 
tain from 20 to 34 patients depending 
upon the classification. Buildings are 
so designed as to permit minor in- 
ternal alterations in case of a change 
in the building’s function. All build- 
ings will be externally identical, and 
will serve as a) admission buildings 
for 20 patients, with examination 
facilities; b) infirmary buildings con- 
taining 10 acutely and 24 chronically 
physically ill patients; c) continued 
treatment buildings for a group of 30 
convalescent psychiatric patients. The 
A.P.A. minimum space requirements 
have been used for sleeping and day 
room space. 

The basic design is a Y-shaped 
building, and provision has been 
made for as many single rooms as pos- 
sible in the continued treatment 
buildings, with provision for conver- 
sion to three and four bed rooms and 
alcoves in the infirmary buildings. 

The smaller day room spaces are in- 
tended to double as dining rooms for 
ten patients. The food will be brought 
to each building from the central 
kitchen and served on a cafeteria 
basis to ambulant patients, and by 
tray service where needed in the in- 
firmaries. 

The drawings presented here are 
schematic only. When a site in a re- 
gion is selected, a program will be pre- 
pared for the particular area and a 
detailed study of each room will be 
made. For example, the exact size and 
shape of the Occupational Therapy 


rooms will be determined by the best 
equipment layout. 


Other Treatment Facilities: 


The hospital is to be used as only 
one of the facilities for psychiatric 
treatment in the region. The patient 
may also be cared for on a day hos- 
pital or night hospital basis, in a 
boarding-out home or his own home, 
with outpatient facilities if needed, 
and with psychiatric, psychological or 
social work consultation available as 
required. 

Possible population fluctuations in 
the province make it difficult to esti- 
mate the required number of all types 
of buildings in each hospital. For this 
reason each hospital is to be planned 
with a maximum degree of flexibility. 
The maximum size will be 448 beds, 
the minimum 238 and the optimum 
298. 

The service buildings will be de- 
signed to service the maximum size 
and the number of patient buildings 
can be increased as required. 


Advantages: 


To Patients: 

Ready access to all psychiatric 
diagnosis and treatment facilities, 
leading to earlier treatment, con- 
tinued contact with home and family, 


possibility of earlier discharge with 
adequate supervision during the re- 
adjustment period and a reduction of 
the stigma associated with mental hos- 
pitalization. No longer will the pa- 
tient feel he has been “put away.” 

The 10-bed units will give the pa- 
tients living conditions much closer 
to those of normal family life than is 
possible on the large wards of the pres- 
ent mental hospitals and will facilitate 
the use of modern social therapies 
with a view to the early return of the 
patient to the community. 


To Relatives: 

Relief of anxiety and distress, easier 
visiting, and assistance readily avail- 
able following the patient’s discharge. 


To the General Practitioner: 

Readily available psychiatric con- 
sultation and prompt admission of 
patient; possibility of the doctor re- 
taining contact with his patient and 
taking part in the treatment. The en- 
listment of such outside medical aid 
will do much to improve relationships 
with general medicine. 


To the Staff: 

The satisfaction of being better able 
to alleviate distress and to see the re- 
sults of their efforts because of the 
greater personal contact between staff, 
patient and community. 
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DISCUSSION OF THE PLAN 


MR. K. IZUMI, Saskatchewan: Archi- 
tects are charged with the responsi- 
bility of creating a part of the physical 
atmosphere in which we live but not 
too many of us have an opportunity 
to delve into the psychological, soci- 
ological and economic aspects of phy- 
sical design. It is only when an archi- 
tect is asked to design an institution 
such as a mental hospital that he sud- 
denly realizes that what he is doing 
with color, texture, space relation- 
ships and so on, has a most important 
impact on the behavior of people. 

In this case, we were faced with cer- 
tain specific limitations: first, the 
plans had to be schematic as no actual 
site could be considered; and second, 
certain established space standards of 
the Canadian Government and those 
recommended by the American Psy- 
chiatric Association were to be fol- 
lowed. But the major difficulty in de- 
signing any psychiatric hospital is the 
fact that the people who give us the 
necessary information have only the 
past models to refer to and therefore 
the design usually is a doubtful im- 
provement on what has been done be- 
fore. Very seldom do we have an op- 
portunity to go back to the funda- 
mentals. In this particular instance, 
however, we did have an opportunity 
to go back to the fundamentals of 
what psychiatrists and others are try- 
ing to do for the mentally ill. 

Therefore I suggest that when psy- 
chiatrists criticize this or any future 
hospital design, they do so from the 
point of view of fundamentals, that is, 
from the basis of the needs which the 
buildings are intended to meet. It is 
relatively easy to compare this par- 
ticular hospital with a larger hospital, 
or the relationship of the ward space 
to the dayroom space with what was 
done in Timbuktu. But I would like 
to hear these gentlemen criticize and 
suggest from their knowledge of the 
needs of the mentally ill patient, and 
how they are trying to meet these 
needs. 


DR. A. P. BAY, Kansas: I am impressed 
by the thoroughness of the plan. I can 
think of no arguments against it. I 
think the most important therapeutic 
tool for patient rehabilitation is still 
interpersonal relationships, and I 
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think this prospective plan ensures 
the possibility of developing these re- 
lationships. If future discoveries pro- 
vide us with chemical, hormonal or 
other specific treatments, such treat- 
ments will be no less useful for being 
administered in a humane and ra- 
tional setting. I predict a sensational 
success for Dr. Lawson’s plan; the one 
weakness I see is that the preservation 
of the existing thouand-bed institu- 
tions may result in their conversion 
at some future date to the very pur- 
pose the plan seeks to eliminate. 

As to detail, I would not favor 
identical design even of the exterior of 
several ward buildings in each group. 
Nor have we found a configuration of 
space suitable for all classes of pa- 
tients. 

I would offer Dr. Lawson one sug- 
gestion which we feel in Kansas to be 
desirable—and that is the inclusion of 
four-bed cottages without any im- 
mediate supervision, where patients 
may test their abilities to give up some 
of the dependencies fostered in them 
by their hospital stay. 


DR. G. S. STEVENSON, New York: I 
believe Dr. Lawson is justifiably en- 
thusiastic about his plan. I am wholly 
for it. This is more than a hospital 
program—it is a program of public 
psychiatric services of which the in- 
patient service is a component, but 
well-integrated part. 

Back in 1940 one of our states 
contemplated a similar experiment, 
but it didn’t materialize for lack of 
funds. Recently, however, the idea 
has been revised. A similar concept 
has been discussed, not only by the 
World Health Organization a year or 
so ago, but much earlier, in the British 
Medical Journal; during that same 
year, 1946, I published a similar pro- 
posal in the New York Times Maga- 
zine. 

However, I think there are a lot 
of demons waiting to torment Dr. 
Lawson in this undertaking—but I be- 
lieve he can outsmart them! I would, 
however, like to raise one or two 
questions: Can he staff these units and 
if so, how can he maintain morale 
with this degree of dispersion and 
isolation? Will he have some monthly 
or bi-monthly meetings to pull all stafl 


together? How will he arrange for the 
training of the various professions 
needed in the hospitals? What kind of 
consulting staff does he conceive fo 
his central department, because there 
would obviously be need for some 
such support for these dispersed staffs, 
which are too small in themselves to 
contain expertness in all the desirable 
areas? Finally, what is he figuring a 
to the average bed cost for these hos. 
pitals, and how can citizens, whose 
support is needed, be convinced of the 
need for proper operating costs? 
(Dr. Lawson admitted that it was 
difficult to answer all these questions 
at the present time, but each one of 
them is under careful consideration. 
He is recommending to the Cabinet 
that they adopt the principles of ade. 
quate care by relieving overcrowding, 
understaffing and other undesirable 
conditions; that they should approve 
the principle of regional community 
hospitals and all that it implies; that 
they should start construction on one 
pilot project in 1957 and finally that 
they locate this project in a rural 
rather than an urban area so that the 
economics can be tried out.) 


MR. C. E. APPLEGATE, California: 
This is a very forward looking plan. 
However, to provide surgical, X-ray, 
laboratory and other expensive facili- 
ties might be difficult for such small 
units; it will run up the cost of con- 
struction as well as of operation. This 
can be taken care of to some extent by 
affiliating with other hospitals in the 
community, either on a contractual 
basis or as a provincial or community 
function. 

A related question is whether there 
could be enough doctors in one small 
unit to work in all the various specia- 
lities so that physical as well as psy- 
chiatric treatment can be provided. 
Certainly the local physicians must be- 
come more closely associated with this 
type of hospital than they have with 
the larger, older types of public 
mental hospitals. 


“DR. C. A. ROBERTS, Ontario: In 1951 
the Minister of National Health in 
Ottawa enunciated what I believe will 
become national policy. That is that 
the future mental hospital in Canada, 
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assisted by Federal funds, will be a 
small community-type hospital. This 
js not casy to implement and we are 
watching with considerable interest 
Saskatchewan's efforts to come up with 
a detailed and clearly stated plan. 

The number of beds is of consider- 
able concern. Our generally recom- 
mended standard in Canada is one 
mental hospital bed to every 200 gen- 
eral population. Yet this varies con- 
siderably. I wonder if, in estimating 
Saskatchewan’s needs, we should not 
give more thought to the possible re- 
duction of inservice care by the de- 
velopment of a very active treatment 
program both in day and night hos- 
pitals. 


DR. JACK R. EWALT, Massachusetts: 
One cannot quarrel with the idea of 
taking the hospital back to the com- 
munity. But when you get up to 
justify this plan before a Provincial 
legislature, I suspect you will not find 
the jovial atmosphere of acceptance 
which prevails in this group. The 
legislature will almost certainly go 
along with putting up the physical 
buildings, because these are things 
legislators can show their constituents 
at the next election. But when it 
comes to finding trained professional 
staff, Dr. Lawson will meet a more 
dificult problem. In making such a 
plan as this and trying to sell it to a 
body politic, I think the authors 
should try to evaluate the shortage of 
trained personnel, the inadequate 
resources for training them, and may- 
be offer the legislature some sort of 
compromise. They might, for instance, 
staff some of these small hospitals 
from the local medical group and see 
what happens. But it is certainly bet- 
ter to assess the supply of personnel 
and make realistic plans based on the 
shortage than to assume and let the 
legislature assume that there will sud- 
denly appear a great supply of peo- 
ple to staff these hospitals. 


DR. JOHN DONNELLY, Connecticut: 
On the basis of Dr. Lawson’s plan- 
ning he hopes to have about six psy- 
chiatrists in each of his small hospi- 
tals. On what level are these men to be 


picked? Are they going to be fully. 


qualified and paid accordingly or is 
he going to make use of the men in 
residency programs? If he tries to set 


up a residency training program con- 
sisting of only two or three residents, 
he will finish up with a tremendously 
expensive program. 

(Dr. Lawson said that at the present 
time the Province is training nurses 
and also taking part in a residency 
training program with the university. 
The requirements include two years 
in a mental hospital, so some man- 
power will come from this. Students 
who used to go away from the Prov- 
ince for their final years can now stay 
in the newly formed medical school, 
and hopefully they will do their in- 
ternship and residency training at the 
university hospital and other hospitals 
in the province. 

Dr. McKerracher said that these 
vigorous questions about staffing had 
already been anticipated and con- 
sidered. One source of help is expected 
to be the local medical practitioners. 
Considerable interest has already been 
demonstrated, and the Provincial 
Medical Society is giving much dis- 
cussion to the Saskatchewan Plan.) 


DR. DANIEL BLAIN, Washington, 
D. C.: I have heard nothing men- 
tioned here about the number of gen- 
eral hospitals in Saskatchewan which 
could perhaps start a psychiatric unit. 
There has been nothing said about 
the availability of welfare services 
which might or might not be in exist- 
ence at the present time, but which 
are absolutely vital to back up a good 
psychiatric program. Maybe these 
things have been considered, but 
nothing has been said about them. 

The World Health Organization 
Committee, on which I represented 
North America, and upon whose rec- 
ommendations I understand much of 
Saskatchewan's planning has been 
based, said that there should be equal 
emphasis placed upon hospitalization 
and extra-mural activity. Thus it 
seems to me that the Saskatchewan 
Plan is a plan for hospitalization—not 
for total community psychiatric serv- 
ices. 

Because you now have ten small 
psychiatric hospitals in-an enormous 
province, you are not going far 
enough in the general subject of de- 
centralization. There is an allusion to 
day and night care; there are no al- 
lusions to outpatient care. It is easy 
to get a building, but it is awfully 


hard to get extra-mural services. It is 
easy to build hospitals, but hard to get 
a staff. It is harder to get outpatient 
services than it is to get a hospital. 

Welfare services are much more im- 
portant than we psychiatrists have 
been willing to believe during the 
past few years. I believe that really 
good welfare services could cut down 
the number of referrals and reduce 
the total psychiatric services needed. 

I would like you to put a commu- 
nity mental health center in one of 
your areas. This need not include a 
lot of details. It is really an adminis- 
trative center from which all services 
would operate—the general hospital, 
the psychiatric hospital, the outpa- 
tient clinic, the welfare services, and 
so on. I would even say put one up 
without the hospital beds nearby. 
After screening, if the patient needs 
hospital care, he might have to go a 
little farther distant. But try and get 
these additional services before you 
build the hospitals and use up all 
your money on them. 

I think Dr. McKerracher and Dr. 
Lawson have a truly wonderful con- 
cept and I will only say that I am 
sorry they did not go further. I hope 
they will not feel I have been over- 
critical—but I hope for a little more 
from them! 

(Dr. Lawson said that Saskatchewan 
has a Department of Social Welfare. 
He has made an attempt to coordinate 
with them by giving a one month 
course to familiarize their workers 
with what goes on in a mental hospi- 
tal. These people are of some use. The 
public health nurses have also been 
included. These programs are not 
ideal, but they do help. 

He stated that the hospital is an 
integral part of the whole mental 
health scheme. He plans on having a 
mental health clinic functioning in 
each hospital, and reaching out to the 
community. As many clinics as are 
needed outside the hospital itself can 
be provided. Because of the flexible 
design of the hospitals, the intake can 
be increased if needed. It is better, he 
feels, to have inpatient service of the 
best quality available if needed than 
to have outpatient clinics carry an 
overload of people who really need 
hospitalization. There is just as much 
difficulty getting money for clinics as 
for hospitals—and the integrated hos- 
pitals and clinics will be more useful.) 
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Book Review 


MENTAL HEALTH ADMINISTRATION, by Jack R. Ewalt, M.D., Commissioner, Massachusetts Department 
of Mental Health and Clinical Professor of Psychiatry, Harvard Medical School, Boston, Massachusetts. 
168 Pages. Charles C. Thomas, Publisher, Springfield, Illinois, 1956. Price: $5.50. 


This book presents in a concise and 
readable form the organization of a 
mental health program, and offers 
valuable guides for the administration 
of such a department. In the preface, 
the author defines a mental health 
organization as “a collection of people 
and physical facilities brought to- 
gether to'cope with some phases of 
the health problems of humans”. 

The author defines his concept of 
administration and outlines the pre- 
mises that form the philosophy of a 
good organization. The needs of the 
whole field of mental health in the 
United States are emphasized, stress- 
ing the need of larger numbers of 
personnel in the professional and 
allied fields, re-evaluation of the en- 
tire mental hospital system, care of 
the aged, and the importance of fur- 
ther research. A chapter is devoted to 
each type of mental health program, 
including administrative organiza- 
tions on the state and community 
levels, mental health centers, and 
mental hospital organization. 

One chapter defines the function of 
various programs in a mental health 
center, such as public education, 
public speaking, the press, radio, tele- 
vision, etc. The roles of the various 
professionals in a mental health clinic 
are discussed, including the public 
health nurse. 


Hospital Planning 


The chapter on “Institutional or 
Hospital Organization” includes such 
items as the choice of location of a 
hospital, how to determine the size 
of the hospital and grounds and the 
merits of a farm. In planning an in- 
stitution, the author states, “better 
not build at all until one has the 
appropriating agency convinced that 
an adequate staff is necessary.” He 
stresses that availability of staff is the 
most important factor in building 
planning. This chapter goes into de- 
tail about construction and equip- 
ment, type of floors, walls, detention 
screens, bathroom fixtures, kitchen 
equipment, call systems, clothing con- 


$2 


trol, and incidentally, the need for 
flowers and coffee breaks. 

In the chapter on staffing needs 
for hospitals the author believes the 
American Psychiatric Association 
minimal personnel ratios for the 
acute treatment, medical, and surgical 
sections, are too low for smaller units, 
and himself offers a table of minimum 
staffing for an intensive treatment 
unit. Under “Business Aspects of a 
Mental Hospital” Dr. Ewalt outlines 
the general principles of budget prep- 
aration, types of budgets, and their 
planning and control. The cost of 
patient care and the personnel budget 
are considered of the greatest im- 
portance. 


Special Care Facilities 


Another chapter deals with the 
need for special facilities in a mental 
hospital for the care of the aged, 
tubercular patients with mental dis- 
ease, and acute medical and surgical 
patients. It is pointed out that. the 
care of the aging patient has become 
the greatest single problem of our 
large public mental hospitals. Steps 
to meet this problem are offered, such 
as creating outpatient departments in 
local general hospitals and the stim- 
ulation of public health services to 
provide health, recreational and occu- 
pational assistance for aging citizens. 
Recent statistics. quoted reveal that 
30-40% of admissions in many hos- 
pitals are patients over 65 years of 
age. These patients do not respond to 
rapid treatment and the residual of 
older patients in hospitals is higher 
than any specific diagnostic category. 
Several remedies for this problem are 
outlined including the need for edu- 
cation of members of the family and 
public to overcome the pessimistic 
attitude towards care of their elders. 

Methods of obtaining support for 
mental health programs and hospitals 
are discussed in another chapter. 
Based on his personal experience in 
two different states with the prepara- 
tion and presentation of budget needs 
to legislative bodies, Dr. Ewalt makes 


some sage comments to guide neo 
phyte administrators, such as: “With 
out public support there is little hope 
of legislative action”; “The adminis 
trator should know legislative proc 
esses before becoming involved as 
sponsor for any program”; “Remem- 
ber that being a legislator is a profes 
sion with its own techniques and 
rules”; and “Legislators take great 
satisfaction in voting for programs 
that will be constructive and progres 
sive, and they enjoy a personal sense 
of achievement as the program de 
velops with their help and support.” 
Short chapters deal with the role of 
volunteers, the chaplain, and prob 
lems of employee morale. The chapter 
“The Hospital as a Special Environ 
ment” presents the plan and opera 
tion of the day hospital, of the night 
care plan, the “half way house”, and 
problems of rehabilitation. 


Medico-Legal Problems 


The final chapter deals with psy- 
chiatric problems and the law and is 
the longest chapter in the book. A 
total of 27 pages is devoted to medico 
legal problems and forensic psychiatry 
illustrated with several case histories. 

In this reviewer’s opinion, the space 
used for lengthy case _ illustrations 
could have been profitably sacrificed 
to include items not covered, such as 
the organization of a psychiatric serv- 
ice in a general hospital, the physical 
structure necessary for the housing of 
an outpatient clinic, a child guidance 
clinic, and so on. 

This small and concise outline of 
mental health administration will 
give the reader a concept of the or 
ganization, administration, and oper- 
ation of a mental health program. It 
is recommended for all professional 
persons engaged in any phase of ad- 
ministration of a mental health pro 
gram, and should be useful to lay 
persons interested in or responsible 
for mental health administration. 


DAVID C. GAEDE, M.D. 
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